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For many years the subject of brain tumors has been 
of interest to physicians and particularly to neurologists. 
Clinical and pathological surveys of these tumors have 
been made by many observers. Impetus has been given 
to the problem of early diagnosis of these tumors with 
the advent of neurosurgery, and the ophthalmologist as 
well as the neurologist has been deeply concerned with 
the question. The important role of the ophthalmologist 
in the diagnosis of brain tumors has long been recognized 
and was aptly emphasized by Cushing when he called the 
optic chiasm “the crossroads” where the neurologist, the 
ophthalmologist, and the neurosurgeon meet. In recent 
years many large series of brain tumors, classified accord- 
ing to both clinical localization and pathological classifi- 
cation, have been reported. These reports have dealt 
primarily with patients who have been referred to general 
hospitals, presumably not by ophthalmologists. The re- 
port by Petrohelos and Henderson * similarly represents 
an analysis of ocular manifestations in a series of patients 
with brain tumors observed after admission to the neu- 
rological service of a general hospital. In contrast with 
such series, our series is composed of patients with brain 
tumors who have been routinely admitted to an eye hos- 
pital and subsequently referred to the neurologist and 
the neurosurgeon. As a consequence our series of brain 
tumors should be representative of the types of tumors 
that tend to be presented to the ophthalmologist in prac- 
tice. 

A survey of the brain tumors in our series with regard 
to tumor type and location (fig. 1) is interesting in that 
it immediately emphasizes the distinction between this 
series and other series reported previously. For example, 
it is readily apparent that approximately 30% of the 100 
tumors in our series may be grouped as pituitary tumors. 
Although the series originally reported by Cushing * 
included approximately 24% of such pituitary tumors, 


it has been felt by subsequent observers to be weighted 
in that direction, presumably because of the early oper- 
ative interest in pituitary tumors. Other series have 
shown a much lower incidence of pituitary tumors, usu- 
ally about 5 or 6%. A rather striking contrast is also 
observed when a comparison is made between our series 
and other series with regard to the incidence of gliomas. 
Whereas gliomas have usually been reported as consti- 
tuting between 40 and 50% of brain tumors, the inci- 
dence in our series is only 18%. The meningiomas 
represent a substantial group of tumors in our series, as 
in others; they also deserve special consideration because 
of their location. The other groups of brain tumors that 
have a noteworthy frequency in our series are the acous- 
tic neuromas, with an incidence of 8%, and the meta- 
static carcinomas of the nasopharynx, with an incidence 
of 10%. 

A general survey of the important clinical features in 
our series (fig. 2) yields much information that is of 
interest with regard to diagnosis. Although headache was 
the most frequent symptom, as might be expected, it 
constituted the chief complaint in less than half of the 
patients. Subjective impairment of vision, either inter- 
mittent or progressive, was the symptom that most often 
caused the patient to come to the ophthalmologist. 
Despite a substantial incidence of extraocular muscle 
paresis, only 17 patients complained of diplopia; several 
patients had vision too poor in either eye to appreciate 
the effect of an obvious ocular muscle palsy. There was 
no single sign or symptom common to all types of brain 
tumors in this series. Slightly more than 50% of the 
patients showed an objective loss of vision below a level 
of 6/60 in either eye. This fact inevitably leads to the 
conclusion that in many patients rather severe visual 
impairment is tolerated when it develops unilaterally and 
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gradually. The remaining patients with subjective blur- 
ring of vision have early papilledema as a basis for such 
a complaint. 

Optic atrophy confirmed on successive examinations 
was present in 58% and was secondary to long-standing 
papilledema in 7%. Papilledema was observed in 42%, 
and if this figure is combined with the incidence of optic 


Relative Frequency of Tumor Types in Three Earlier Series 
and a Recent Series at Wills Eye Hospital 


NED kdcchcecadsdcciensopsasmeees Cushing Olivecrona Loken Wills 
Se err 2,023 4,188 894 100 
Pituitary adenoma.............. 17.8% 8.7% 5.0% 24% 
Craniopharyngioma ............ 5.6% 1.9% 1.6% 5% 
I iss rede ces codesdaes 18.4% 19.2% 17.8% 21% 
PE vcedadenivickiececssecuee 42.6% 47.9% 51.7% 18% 
Acoustic neuroma..............+. 8.7% 8.6% 7.2% 8% 
Metastatic tumors............... 4.2% 3.5% 6.1% 12% 


atrophy with consideration for the coincidence of both 
it becomes evident that significant abnormalities of the 
fundus were present in more than 80% of the patients 
at the time of their initial examination. Visual field de- 
fects were present in 69% of the cases, not including the 
defect of enlargement of the blind spot secondary to 
papilledema. Temporal field defects were observed in 
54 cases, and homonymous field defects in only 7 cases; 
therefore, the prechiasmal and chiasmal syndromes were 
much more frequently seen than the visual field defects 
resulting from a retrochiasmal lesion. Ptosis was present 
in eight patients and in all instances was due to a parasel- 
lar lesion involving the oculomotor nerve. Exophthalmos 
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Fig. 1.—Types of brain tumors in 100 patients with brain tumors who 
were seen first by an ophthalmologist. 


was associated with parasellar meningiomas in four pa- 
tients and with neurofibroma of the optic nerve in one. 
A routine roentgen examination of the skull disclosed 
alterations indicative of parasellar meningioma in 52% 
of the cases. Skull changes attributable to increased 
intracranial pressure were observed on roentgenograms 
in 34 cases. The latter type of abnormality was absent 
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in 8 cases with increased intracranial pressure, presum- 
ably because of the relatively short duration of illness. 
Although many different types of brain tumors are in- 
cluded in our series, it is rather striking to observe that 
almost 80% of the tumors are included in the five major 
groups (fig. 1); therefore, further discussion in this re- 
port will be largely concerned with these five groups. 


PITUITARY TUMORS 
It is exceptional for a chromophobe adenoma of the 
hypophysis to be diagnosed or even suspected before it 
is sufficiently large to implicate the visual pathway. This 
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Fig. 2.—Important Clinical feaiures in series of 100 patients with brain 
tumors. O. U. is either eye; Oz is both eyes. 


fact no doubt accounts for the high incidence of pituitary 
adenomas in our series. Anatomic considerations are 
important in understanding the intimate relationship be- 
tween the pituitary tumor and the optic chiasm. The latter 
is located from 0.5 to 1 cm. above the diaphragma sellae. 
Schaeffer * indicated that in some instances an enlarge- 
ment of the pituitary gland to double its original size 
would be required before encroachment on the optic 
chiasm would occur. Although in the vast majority of 
cases the optic chiasm is situated directly above the dia- 
phragma sellae, it has been recognized that in a few 
instances it is situated either more anteriorly or more 
posteriorly; such optic chiasms have been referred to as 
“prefixed” and “postfixed.” The clinical manifestations 
resulting from encroachment on the primary visual path- 
way and reflected in the character of the visual field 
defect obviously would be determined to a considerable 
extent by these anatomic considerations. 


In addition to the relationship between the pituitary 
gland and the optic chiasm, it is important to recognize 
that pituitary tumors occasionally extend upward and 
encroach on the hypothalamic region in the floor of the 
third ventricle. Similarly, by enlargement and extension 
anteriorly, the pituitary tumor may reach the basilar sur- 
face of the frontal lobe. A lateral extension of the pitu- 
itary tumor is rare but may result in some involvement of 
the neural structures within the cavernous sinus.* Al- 
though intrasellar tumors are occasionally observed in 
which parasellar extension has occurred, the vast ma- 
jority of pituitary tumors are characterized by the chias- 
mal syndrome combined with dyspituitarism and roent- 
gen evidence of abnormality of the sella turcica. In our 
series there were 24 hypophysial adenomas (fig. 3); 
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their association clinically with visual impairment was 
quite striking and remarkably constant. At the time of 
initial examination by the ophthalmologist, almost all 
patients with hypophysial adenomas had optic atrophy, 
visual field defects, and a visual acuity of less than 6/60 
in either eye. Visual impairment was nearly always def- 
inite and quite marked. There was often a history of 
some apparent improvement following refraction some 
time in the past; this is difficult to explain except on the 
basis of a coexisting refractive error that may have been 
corrected. 

A prominent clinical feature in almost all pituitary 
tumors is the evidence of endocrine dysfunction. All but 
two patients in our series showed one or more indications 
of hypopituitarism. This high incidence is important in 
the differential diagnosis between pituitary tumors, in- 
cluding craniopharyngiomas, and other parahypophysial 
intracranial expanding lesions. In this group, all female 
patients in the premenopausal age group had a history of 
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Fig. 3.—Clinical features in 29 patients with pituitary tumors. V. A. is 
visual acuity; O. U., either eye; Os, both eyes; E. O. M., extraocular 
muscle; and C, S. F., cerebrospinal fluid. 


amenorrhea. Loss of libido was evident in 11 of the 14 
male patients. No other clinical features, in a survey of 
the early manifestations of pituitary tumors, were as fre- 
quent as the reduction of shaving frequency, the diminu- 
tion or loss of libido, and the amenorrhea acknowledged 
in response to a careful inquiry. 

A paresis of the extraocular muscles was observed in 
only one case in our series and, as would be expected, 
was caused by an oculomotor nerve lesion resulting from 
lateral extension of the pituitary adenoma. Previous in- 
vestigators have pointed out that lateral extension of a 
pituitary adenoma is most likely in a sella turcica that is 
poorly pneumatized and has a thick dorsum sellae and 
a heavy diaphragma sellae.* 

It has been noted that diabetes insipidus is associated 
with lesions of the hypothalamus and the neurohypophy- 
sis and that tumors in the region of the infundibulum 
are usually associated with a rather conspicuous abnor- 
mality in sexual development before the age of puberty 
and result in a clinical picture of infantilism. Because of 
its location and usual site of origin, the craniopharyngi- 
oma is associated with a high incidence of the specific 
endocrine disturbance known as diabetes insipidus *; in 
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four of the five cases in our series the patient had diabetes 
insipidus. Craniopharyngiomas are almost always supra- 
sellar in location and cystic; frequently they show roent- 
genographic evidence of calcification. These tumors are 
more often associated with increased intracranial pres- 
sure than are pituitary adenomas, which almost never 
are associated with intracranial hypertension. Cranio- 
pharyngiomas are difficult to remove completely because 
of their adherence to the hypothalamus. Optic atrophy, 
a chiasmal type of visual field defect, and a visual acuity 
of less than 6/60 in either eye were evident in all five 
cases of craniopharyngioma in our series, and roentgen 
examination of the skull showed abnormalities in all but 
one of these patients. 

The special studies in the group of pituitary tumors 
emphasize the frequency of roentgen demonstration of 
abnormalities. These changes consisted of displacement 
or erosion of the dorsum sellae, with or without a change 
in the clinoid processes, in 22 of the 24 patients with 
pituitary adenomas and in 3 of the 5 patients with 
craniopharyngiomas. The average blood cholesterol 
levels in the patients in whom this test was made were 
in the high normal range. If the basal metabolic rate 
was abnormal, it was low. Reduced adrenal function as 
determined by the Cutler test was present in 9 of the 16 
patients in whom this diagnostic procedure was per- 
formed. Urinary gonadotrophin levels were low in 12 
of 16 patients. Almost two-thirds of the patients with 
pituitary tumors in our series who were operated on 
survived. It is important to bear in mind that most of 
the pituitary tumors in this series were diagnosed rela- 
tively late, so operative intervention was hazardous. Of 
interest has been the observation in many patients of 
definite improvement of visual acuity following oper- 
ation, demonstrating again that the optic nerve may often 
be resistant to pressure over a relatively long period of 
time.*® 

MENINGIOMAS 

In our series meningiomas are second only to pituitary 
tumors in frequency of occurrence (fig. 1), and their 
incidence is close to that reported in other series (see 
table). The localization of the meningiomas intracrani- 
ally has long been of special interest to the neurologist 
because of the varied clinical syndromes with which they 
may be associated and because of their usual amenability 
to surgical intervention. Our series would clearly indicate 
that the ophthalmologist should be equally interested in 
the meningiomas, because of their relative frequency of 
occurrence in the region of the sella turcica. Meningiomas 
in the parasellar, subfrontal, and suprasellar regions tend 
to produce syndromes that include optic atrophy asso- 
ciated with a visual field defect of either the prechiasmal 
or chiasmal type. Almost all of the meningiomas in our 
series were located in the region of the sella turcica, either 
as a result of their site of origin or as a result of their later 
extension. For the purpose of a closer analysis (fig. 4) 
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of this important group of brain tumors, the meningiomas 
in our series have been subdivided on an anatomic basis 
into the parasellar, subfrontal, and suprasellar forms. 


Parasellar.—The parasellar meningiomas arise chiefly 
from the lesser wing of the sphenoid bone.’ In this loca- 
tion they may have a medial position close to the sella 
turcica, where they will show evidence of optic nerve in- 
volvement, with or without ophthalmoplegic manifesta- 
tions; a central position, where orbital extension with 
exophthalmos and extraocular muscle pareses are more 
frequent; or a lateral position, where they may be unasso- 
ciated with clinical manifestations for a long period 
or may extend into the middle fossa and encroach on the 
temporal lobe.* Not infrequently the meningiomas, what- 
ever their site of origin in the parasellar region, may ex- 
tend in such a way that the syndrome will be quite similar 
and include a variable combination of optic nerve in- 
volvement, oculomotor nerve involvement, corneal anes- 
thesia, and, occasionally, exophthalmos. Since the oph- 
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Fig. 4.—Clinical features in 21 patients with meningiomas. V. A. is 
visual acuity; O. U., either eye; Oz, both eyes; Pyr. Tr., pyramidal tract; 
A. B. S., absent; and C. S. F., cerebrospinal fluid. 


thalmic division of the trigeminal nerve occupies the most 
lateral position of the cranial nerves in the region of the 
cavernous sinus, it is probable that the parasellar menin- 
giomas are more likely to involve it than other nerves. 
The abducens nerve is considered the most protected of 
all the cranial nerves in the region of the cavernous sinus 
and is least often affected by the parasellar meningioma. 
In our series the abducens nerve was spared completely 
by the meningiomas. 
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Subfrontal.—One-third of the meningiomas in our 
series were subfrontal in location and, therefore, situated 
in the anterior fossa. As might be expected, there was 
involvement of the optic nerve prechiasmally in all seven 
cases. Corneal sensation was preserved and ophthalmo- 
plegic manifestations were absent with one exception; 
in this case ptosis was noted. In four cases a contralateral 
papilledema was combined with homolateral optic atro- 
phy, constituting a Kennedy syndrome. This incidence 
in subfrontal meningiomas again emphasizes the import- 
ance of considering such a brain tumor when the syn- 
drome is present.’ The close association between the 
olfactory and optic nerves in the subfrontal region ex- 
plains the high incidence of unilateral anosmia that was 
detected in five of the seven cases of subfrontal menin- 
giomas. It is obvious that the sense of smell must be 
routinely examined in all patients with optic atrophy. The 
extension of a meningioma in the subfrontal region or the 
parasellar region may result in encroachment on the cor- 
ticospinal tract; this was seen in three subfrontal menin- 
giomas as well as in four parasellar meningiomas in our 
series. A neurological examination may be helpful. 


Suprasellar.—Suprasellar meningiomas, which arise 
from the tuberculum sellae, present many problems with 
regard to early diagnosis.‘° It has been stressed often 
that careful examination of the visual field and careful 
interpretation are essential early steps in arriving at a 
correct diagnosis. In addition to the more characteristic 
prechiasmal syndromes usually produced by the supra- 
sellar meningioma, it is important to recognize the less 
frequent occurrence of an unusual field defect, such as a 
central scotomatous field defect." If the routine roentgen 
examination of the skull shows no abnormality, it is 
important to proceed further with diagnostic studies such 
as pneumoencephalography * or cerebral arteriography 
in order to establish conclusively or to exclude the diag- 
nostic possibility of a suprasellar meningioma. The four 
patients with suprasellar meningiomas showed no abnor- 
mality in the routine roentgen examination of the skull; 
the diagnosis in these cases was established by the pneu- 
moencephalogram. Visual impairment with optic atrophy 
and an expanding sector defect in the visual field without 
ophthalmoplegic manifestations are often the bases for 
the early detection of the suprasellar meningioma. 

It may be concluded from an examination of our series 
that meningiomas in the region of the sella turcica are 
likely to encroach on the primary visual pathways. In 
only 5 of the 21 cases of meningioma in our series was 
vision unimpaired. Signs of pyramidal tract involvement 
were present in seven patients. Pupillary abnormalities, 
when present, were associated with optic atrophy and ex- 
plainable on that basis. Cerebrospinal fluid examination 
usually was inconclusive but occasionally showed an ele- 
vated total protein reaction. Routine roentgen examina- 
tion of the skull was more helpful in the detection of 
parasellar meningiomas, which may cause either an ex- 
ostosis or an erosion, than in the detection of subfrontal 
or suprasellar meningiomas. 


GLIOMAS 
Gliomas in our series are distinguished by their rela- 
tively low incidence when compared with their incidence 
in other series of brain tumors that have been reported 
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(see table). In addition to their low incidence, the gli- 
omas in our series are characterized by their location in 
the cerebellum in the majority of cases. This subtentorial 
location in 10 of the 18 cases contrasts with the more 
common supratentorial location in other series.** The 
remaining eight gliomas in our series occupied various 
locations and gave evidence of their presence in most 
instances by manifestations of increased intracranial 
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Fig. 5.—Clinical features in 10 patients with cerebellar tumors, of which 
four were medulloblastoma and six were astrocytomas. V. A. is visual 
acuity; Oz is both eyes. 


pressure. Homonymous visual field defects were present 
in only two cases and were caused by temporal lobe in- 
volvement and occipital lobe involvement. 

The cerebellar gliomas (fig. 5) have a tendency to 
manifest themselves by symptoms and signs indicative 
of increased intracranial pressure and by vestibulocere- 
bellar signs. The latter include nystagmus and ataxia, 
while the former include headache, blurred vision, papil- 
ledema, abducens palsy, and enlargement of the blind 
spot in an otherwise normal visual field. Other evidences 
of increased intracranial pressure were also observed, 
such as an organic mental syndrome, vomiting, and 
bradycardia. The diagnosis of cerebellar gliomas was not 
difficult, because the symptoms and signs were usually 
conspicuous on first examination. An important clinical 
feature was the occurrence of these tumors in younger 
patients; all patients in this group were under 25 years 
old, and most were children. Despite the varied symp- 
toms and signs, it is the visual phenomena combined with 
headache that motivate these patients to present them- 
selves to the ophthalmologist; blurring of vision is usually 
intermittent, and good central vision was evident in most 
patients. 

The 10 cerebellar gliomas are divided into two types, 
astrocytomas and medulloblastomas. The reported ob- 
servation ° that the highly malignant medulloblastoma 
has a shorter history of symptoms than the less malig- 
nant astrocytoma could not be supported by the cases in 
our series; rather it would appear that no preoperative 
distinction is possible between these two types of cerebel- 
lar gliomas. Noteworthy in this regard is the fact that 
complete removal of the mural nodule in a cystic astro- 
cytoma of the cerebellum offers the opportunity of 
achieving a cure in some cases. The solid form of astro- 
cytoma, as well as the medulloblastoma, has a poor prog- 
nosis. In general, mortality among patients with glioma 
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of the brain is high, as shown by the survival rate of 
20% reported in a recent survey.'* The mortality rate 
of 70% in our series places gliomas next to metastatic 
tumors in this respect. 


METASTATIC CARCINOMA OF NASOPHARYNX 


The early diagnosis of nasopharyngeal carcinoma is 
uncommon because both the patient and the physician 
are likely to overlook relatively minor symptoms refer- 
able to the nose and throat.’* In patients who present 
themselves to the ophthalmologist, there will often be a 
varied combination of ocular symptoms and signs such 
as diplopia, impaired vision, ptosis, anisocoria, optic 
atrophy, prechiasmal or chiasmal visual field defects, and 
corneal anesthesia (fig. 6). A parasellar syndrome with 
involvement of cranial nerves 2, 3, 4, 5, and 6 is fre- 
quently observed. There are no endocrine manifestations, 
and these tumors occur in older patients, most of them 
over 60 years of age. Examination of the nasopharynx 
and roentgen evidence of a tumor in that region are neces- 
sary to confirm the diagnosis. Metastatic carcinomas of 
the nasopharynx probably produce cranial nerve involve- 
ment by direct extension; they are clinically divisible 
into two groups. In the group characterized by anterior 
cranial nerve involvement, to which all the tumors in our 
series belong, there has been extension through the base 
of the skull into the parasellar region. The other group 
is characterized by posterior cranial nerve involvement 
as a result of extension into the region of the jugular 
foramen. Occasionally there is both anterior and poste- 
rior cranial nerve involvement in one patient. 
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Fig. 6.—Clinical features in 10 patients with metastatic carcinoma of 
the nasopharynx. V. A. is visual acuity; O. U., either eye; Os, both eyes; 
and C. S. F., cerebrospinal fluid. 


Carcinoma of the nasopharynx is similar to meningi- 
oma in that it may either spare or implicate the optic 
nerve; however, the parasellar syndrome resulting from 
carcinoma may include abducens nerve involvement, 
which, when present, is quite helpful for diagnosis, since 
the abducens nerve tends to be spared in the other types 
of brain tumors in our series, and its involvement cannot 





13. Petit-Dutaillis, D., and Houdort, R.: A propos du traitement des 
gliomes, Rev. neurol. 87: 551, 1952. 

14. Needles, W.: Malignant Tumors of the Nasopharynx: With Special 
Reference to Neurological Complications: Clinical Study of 35 Cases, 
J. Nerv. & Ment. Dis. 86: 373 (Oct.) 1937. 
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be attributed to increased intracranial pressure. Visual 
field defects with carcinoma were chiefly of the prechias- 
mal or chiasmal form. Abnormalities indicative of car- 
cinoma of the nasopharynx were demonstrable roent- 
genographically in all of our patients, and, when 
accompanied by adequate examination of the nasophar- 
ynx, including a biopsy, they were sufficient to verify 
the diagnosis. Epistaxis, described in four of our cases, 
seemed to be the only prominent early symptom. Oper- 
ative intervention in this group of tumors was limited to 
biopsy of the lesion in the nasopharynx, which was done 
in all instances. There were but two other metastatic 
tumors in our series, one from the breast and one from 
the adrenal gland. It is probable that intracranial metas- 
tasis from sources other than the nasopharynx either 
does not permit the patient to seek ocular treatment or 
does not as frequently affect vision. Whatever the reason, 
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Fig. 7.—Clinical features in eight patients with acoustic neuromas. 


carcinoma of the nasopharynx is the most common intra- 
cranial metastatic tumor in our series and presents a 
major diagnostic problem for the ophthalmologist. 


ACOUSTIC NEUROMAS 


Acoustic neuromas originate from the vestibular por- 
tion of the auditory nerve; they are benign and typically 
cause deafness or tinnitus before other clinical manifes- 
tations appear.’® This rule should be applied with cau- 
tion, however, because atypical features have been re- 
ported.’® Ocular treatment is sought by patients with 
acoustic neuromas either when vertigo becomes severe 
or, more often, when diplopia develops because of ab- 
ducens nerve involvement resulting from increased intra- 
cranial pressure. Especially is this so when eighth-nerve 
deafness is not apparent to the patient. Examination will 
often disclose ocular findings of nystagmus, papilledema, 
abducens palsy, and corneal anesthesia. This is so be- 
cause the tumor, besides implicating the auditory nerve, 
affects the adjacent cerebellum, raises intracranial pres- 
sure, and compresses the trigeminal nerve at the cerebel- 
lopontile angle. The frequency of these findings is shown 
in figure 7. 





15. Kristensen, H. K.: Acoustic-Vestibular Function in Acoustic Neuri- 
noma, Acta psychiat. et neurol. scandinav. 27: 287, 1952. 

16. Alpers, B. J., and Forster, F. M.: Atypical Clinical Features of 
Acoustic Nerve Tumors, J. Nerv. & Ment. Dis. 108: 271 (Oct.) 1948. 
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In this group, symptoms obtained in the history were 
usually less reliable diagnostically than objective find- 
ings. As was the case with gradual unilateral compres- 
sion of the optic nerve by some of the tumors in the 
region of the sella turcica, and with early symptoms in 
nasopharyngeal carcinoma, with acoustic neuroma the 
early symptom of progressive deafness may elude both 
the patient and the physician; thus does the ophthalmol- 
ogist enter the picture, usually after increased intra- 
cranial pressure has developed. Visual acuity in this 
group of tumors tended to be in the middle zone, between 
6/12 and 6/60 in both eyes, with the poorer vision due 
to optic atrophy secondary to papilledema of long dura- 
tion. The cerebellar signs, when combined with cranial 
nerve signs such as corneal anesthesia and occasional 
facial palsy, aided in clinical differentiation of these tu- 
mors from the primary cerebellar tumors. Only two of 
eight patients failed to show corneal anesthesia; a Barany 
caloric test was abnormal for seven patients. Roentgen 
evidence, although reliable in confirming increased intra- 
cranial pressure, was less reliable as an indication of 
regional bony erosion. The spinal fluid protein, reputed 
to be elevated in the acoustic neuroma, was found so 
in two of the three patients examined. The acoustic 
neuromas proved quite amenable to surgery and only one 
of eight patients operated on is known to have died. The 
operative technique has been in accordance with the 
recommended principle of complete removal of the tumor. 


SUMMARY AND CONCLUSIONS 


In patients whose symptoms caused them to come 
to an eye hospital, as compared with patients in other 
series of brain tumors that have been reported, there 
is a much higher incidence of pituitary adenomas and 
a greatly reduced incidence of gliomas, with the ma- 
jority of the latter located in the cerebellum. Almost 
80% of the 100 brain tumors in this series are of five 
types: (1) pituitary tumors (29%, including adenomas, 
24%, and craniopharyngiomas, 5% ); (2) meningiomas 
(21%); (3) cerebellar gliomas (10% ); (4) metastatic 
carcinomas of nasopharynx (10%); and (5) acoustic 
neuromas (8%). Anatomically only two groups, the 
cerebellar and acoustic nerve tumors, are far removed 
from the region of the sella turcica. The other three 
groups, associated with the parasellar area, comprise 
60% of the tumors in this series. Papilledema was present 
in 42% of the patients in this series, and 58% showed 
optic atrophy; thus, allowing for the concurrence of these 
features, ophthalmoscopic evidence was present in al- 
most every case. Visual field defects were found in 69% 
of the cases. It is probable that even a limited investi- 
gation of the endocrine status, of the integrity of other 
cranial nerves, and of the nasopharynx will often disclose 
significant evidence of a brain tumor and indicate the 
direction for further study. With the exception of the 
gliomas and metastatic tumors, most of the brain tumors 
in this series are relatively benign and are amenable to 
surgical therapy. The incidence of gliomas, though for- 
tunately low, emphasizes the importance of early diag- 
nosis of brain tumors in patients who seek medical help 
on the basis of ocular complaints. 


National Institutes of Health, Bethesda 14, Md. (Dr. O’Rourke),. 
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FOLLOWING HERNIATED 


DISK REMOVAL WITHOUT FUSION 


Alfonso Della Pietra, M.D., Waterbury, Conn. 


This report concerns 43 patients previously operated 
on for herniated disks within my community, in which 
such surgery has been largely controlled by the neuro- 
surgeon. Disk removal without spinal fusion had been 
done. The 43 patients presented themselves with con- 
tinued disability and a definite pattern of symptoms. 
I believe that the adverse findings in these cases were at- 
tributable to four mistaken concepts regarding the disk 
syndrome. These patients had been treated in the belief 
that a myelogram is always in order, fusion has no place 
in low back disability, curettage of the intervertebral 
space should be carried out, and ambulation without 
support should be urged immediately after operation. 


GROUPS OF PATIENTS 


These 43 patients fall into three groups. The first group 
consists of four patients in whom some disorder other 
than disk herniation was present; the second group in- 
cludes 27 patients who had some improvement after ex- 
cision of herniated material; and the third group is made 
up of 12 patients who at no time were relieved after ex- 
ploration. 

Patients with Other Disorders.—In the first group were 
four patients who had continued to have ever-increasing 
pain and disability after myelography and removal of disk 
material. The first of these was a 49-year-old woman 
who had had a disk removed in August, 1950. Because of 
continued symptoms, a repeat myelogram and reexplora- 
tion with removal of a second disk had been done. 
Marked pain had continued in the right buttock and right 
lower extremity. I saw her in November, 1950, and 
found that internal rotation of the right hip had been lost. 
Roentgenograms of the hips revealed sclerotic changes in 
the head of the right femur; biopsy revealed leukemia. 
Pathological fractures developed, and the patient died. 
The remaining three patients were men who had typical 
disk syndromes; they all had had myelography. Disk ma- 
terial had been removed in two patients from one inter- 
space and in the other patient from two interspaces at the 
same operative procedure. When these men had been 
urged to move about soon after operation, their pre- 
operative pain continued. When I first examined these 
patients, two had been disabled for a period of two years, 
one for a period of seven years. Roentgenograms in all 
three showed spondylolisthesis. One of these patients re- 
fused surgery; the second had removal of the lamina and 
arthrodesis from L-4 to S-1, with a good result; and the 
third had a solid spine fusion but is still unable to work. 


Patients Partially Relieved by Disk Removal.—The 
second group is composed of 27 patients with some im- 
mediate relief of symptoms after simple removal of a 
disk. During their immediate postoperative course they 
had been comfortable when recumbent. When I saw 
them, they still complained severely of the attempts that 
had been made to get them out of bed immediately 
after their previous operation. They also complained of 


the increase in pain that had occurred when they had 
tried to return to work requiring bending and lifting in 
four to six weeks after disk removal; most of them had 
been unable to continue with their work. When they 
had returned to their surgeons with complaints of pain, 
they were started on physiotherapy. Lumbosacral sup- 
ports were provided most reluctantly; instead, the pa- 
tients were advised to exercise. In two instances patients 
had sought osteopathic treatment; this had precipitated 
recurrence of pain. Specific causes for severe recurrence 
of symptoms in these patients were as follows: attempt 
to return to work in 21 patients; automobile accident, 
2 patients; manipulation by osteopaths, 2 patients; shovel- 
ing snow, one patient; and playing golf, one patient. Once 
pain had recurred they had been advised to use a firm 
mattress or a bed board. They had also been given medic- 
aments, such as mephenesin (Tolserol) and procaine; 
various modalities of physiotherapy had been employed. 

Patients Not Relieved by Disk Removal.—The third 
group consists of 12 patients who at no time after ex- 
ploration and removal of disk material had had any 
relief. On recovering from anesthesia they had still suf- 
fered from their preoperative pain. They all had had 
myelograms. Six had been subjected to repeat myelog- 
raphy and reexploration; disability continued. Again 
a variety of treatments had been recommended. Little 
had been recorded as to the fact that spinal instability 
might be causing the continuance of symptoms. The 
records showed relief of pain by inactivity, bed rest, and 
the use of lumbosacral supports; yet they showed not 
a single suggestion of the possibility that stabilizing pro- 
cedures would be of benefit. 


FINDINGS BEFORE SALVAGE GPERATION 

Initial Operative Findings and Complications.—The 
surgeons who performed the initial operations reported 
that 26 patients had had a single disk removed; 10 pa- 
tients had removal of double disk hernias, 8 patients 
having two operations; 6 patients had showed no evi- 
dence of any herniation of disk material; and one pa- 
tient had had three disks removed. In those instances 
in which patients had had a single disk removed, results 
were vastly better than when double disk removal was 
reported. In no instance in which a patient had been 
subjected to a secondary procedure for the removal of 
a disk had relief been obtained. The following complica- 
tions had occurred: a severe drop foot, a marked phlebo- 
thrombosis of a lower extremity, a dorsiflexed spastic 
big toe, and an operative infection with extensive scarring. 

Physical Findings.—Physical examination of these pa- 
tients showed 22 with pain in both legs, 10 with pain 
in one leg, 19 with a definite tilt of the trunk, and 10 
whose sciatica had shifted to the opposite side follow- 
ing excision of disk material. Atrophy of an extremity 





Read before the Section on Orthopedic Surgery at the 103rd Annual 
Meeting of the American Medical Association, San Francisco, June 23, 1954. 
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was marked in 28 patients and slight in 2; loss of 
motion was marked in 37 patients and slight in one; 31 
patients had loss of an ankle reflex; 26 showed Laségue’s 
sign; and 24 had impairment of sensation. There were 
16 patients with marked spasm of the sacrospinalis 
muscles, 4 with moderate spasm, and one with mild. 
These patients were agitated mentally. They had had 
repeated myelograms, repeated surgical procedures, and 
continued disability. They were not an easy group to 
examine or with whom to discuss the possibility of sta- 
bilizing procedures. 


Roentgenographic Findings——In the 43 cases re- 
viewed, only 3 patients had had no myelogram, 32 had 
had one myelogram, 6 had had two myelograms, and 2 
had had three myelograms. Eighty-seven per cent of the 
patients had residual ethyl iodophenylundecylate (Pant- 
opaque) in the dural canal. No definite relationship 
was noted as to the severity of complaints and the 
amount of residual contrast medium. Sixty-one per cent 
of the patients had varying amounts of contrast medium 
in the cranial vault. In one instance there seemed to be 
definite association between pain and residual contrast 
medium; in this instance the medium had been retained 
in the left orbital cavity. There were 15 patients with 
thinning of the L-5 interspace, 8 patients with thinning 
of the L-4, 10 patients with thinning of both the L-4 
and L-5 interspaces, and 3 patients with thinning of the 
L-3 interspace; no change in the interspace was noted 
in 4 patients. Progressive thinning of the disk after re- 
moval of the herniated portion without fusion was com- 


mon. 
FINDINGS AT SALVAGE OPERATION 


Of the 43 patients I treated 25 who were subjected to 
reexploration and fusion, 15 were not operated on again, 
and 3 sought operation elsewhere. Nine of the 15 pa- 
tients refusing surgery continued at attempts to work, 
though with considerable disability; 4 patients continued 
to be completely disabled; 2 lost to follow-up were un- 
employed when last seen. The most consistent finding 
was masses of scar tissue from the fascial plane at the 
tips of the spinous processes down to and including 
the interlaminal spaces. There was marked adherence 
of scar tissue to the bony structures. At the interlaminal 
spaces the landmarks were discernible only with the 
most meticulous dissection. There was no remnant of 
epidural fat. Laminectomies were never large in extent. 
In four instances the scar tissue so enveloped the dura 
and the nerve roots that mobilization of the structures 
was impossible. In those instances in which an abundant 
amount of contrast medium was noted by roentgenogram 
the dura was found to be thickened, bound down, un- 
yielding, and nonpulsating. In two instances, attempts 
to free the dura of scarring resulted in its rupture and a 
loss of spinal fluid, which in turn caused headache. 

Actual reherniation of disk material was rare; it oc- 
curred in two instances. The first patient had had removal 
of disk material at L-4 on the left some 21 months prior 
to recurrence. Two further large pieces of free disk ma- 
terial were removed at the fourth interspace. The second 
patient had scarring throughout the interspaces at L-4 
and L-5 on the left. The lateral portion of the ligamentum 
flavum had not been removed at L-4 on the right; when 
it was removed, a large amount of free disk material was 
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found. Both these patients recovered. A spondylolisthesis 
was found at L-5 in two instances. In these patients the 
arch of L-5 was removed with all of the scar tissue, and 
spinal fusion was done. One of these patients is well; the 
other has a solid fusion but is still disabled. Four of the 
patients had such dense adhesions about the nerve roots 
that it was impossible to visualize them. The remaining 
17 patients had typical scarring at both L-4 and L-5 


interspaces. 
pane PROCEDURE AND RESULTS 


In all cases scar tissue was removed; visualization of 
the dura and exploration of the nerve roots was done. 
A cortical H-graft and cancellous strips obtained from 
the ilium were placed. One of the patients died six months 
postoperatively of a brain tumor. Three have pseudar- 
throses and are unable to return to work. Twenty-one 
patients have obtained a solid spinal fusion, as demon- 
strated by bending roentgenograms. In 15 of these, re- 
sults are excellent; these patients are well and asymp- 
tomatic. In four of the patients with solid fusion, results 
are classified as good; these patients have been able to 
return to their former work, but they still have some pain. 
Two of the patients with solid fusion are unable to work. 


SUMMARY 

In 43 patients who had had removal of disk material 
without fusion, subsequent progressive degeneration of in- 
volved disks had occurred. Residual contrast medium 
was present in 87% of the spines examined and had 
migrated to the cranial vault in 61%. Reexploration 
and fusion was found to be much more difficult than an 
original exploration and fusion. The salvage operation 
gave excellent results in 15 patients and good results 
in 4 patients; it failed to give satisfactory results in 5. 


3 Second Ave. (10). 





Fashions in Medical Education.—The pattern of a man’s thought, 
or of his way of thinking, or his approach to a problem is mostly 
conditioned by what he has been taught, but also by the current 
manner and mode of thought in his immediate environment. 
When I started my work at the Brigham 32 years ago, the basic 
idea underlying all disease processes and the production of 
symptoms was the concept of gross pathology. The leaders in 
both Medicine and Surgery were thinking in terms of morpho- 
logical changes,—the pathological process going on, the stage it 
had reached, and its probable course in the future based on past 
experiences at autopsies. . . . [Now] we are in the midst of the 
metabolic-biochemical-electrolyte era, where the laboratories 
and the scientific instruments play a major role,—in many cases 
the dominant one. Simultaneously, the urge to investigate and 
to do or take part in research has reached overwhelming propor- 
tions. Millions of dollars have gone into laboratories and 
expensive equipment and into the support of physicians or 
scientists working in the areas of research, but comparatively 
little into the support of teaching as such, or the care of the 
patient except in relation to research. . . . Our medical schools, 
hospitals, private and public quasimedical organizations and 
even Big Business have gone overboard for Research. It is the 
magic name, the “Open Sesame” to success in 1954. But the 
tail is perhaps beginning to wag the dog, in that hospitals and 
sometimes attached but independent units are taking basic re- 
search away from the medical schools and universities. That may 
be good. . . . Actually, medical education itself has extended 
far beyond the medical school and its faculty into the hospitals’ 
and the speciality boards’ domains. They, not the schools, set 
up the rules, regulations and requirements in post-graduate or 
continued education—M. C. Sosman, M.D., Fashions in 
Medicine and in Medical Education, Harvard Medical Alumni 
Bulletin, October, 1954. 
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The following article is the first in a series of eight, which 
together constitute the report of a two and one-half year Survey 
of Postgraduate Medical Education by the Council on Medical 
Education and Hospitals of the American Medical Association. 
The survey included a questionnaire study of a large random 
sample of practicing physicians as well as detailed analyses of 
the postgraduate courses offered by the numerous sponsoring 
institutions and organizations.—ED. 


SCOPE AND EXTENT OF POSTGRADUATE 
MEDICAL EDUCATION IN THE 
UNITED STATES 


Douglas D. Vollan, M.D., Chicago 


The education of a physician is a continuum from its 
beginnings in college to the day he retires from practice. 
This concept was well stated by William Henry Welch * 
in 1892: 

Medical education is not completed at the medical school: 
it is only begun. Hence it is not only the quantity of knowledge 
which the student takes with him from the school which will 
help him in his future work; it is also the quality of mind, the 
disciplined habit of correct reasoning, the methods of work, the 


way of looking at medical problems, the estimate of the value 
of evidence. 


Medicine is both a dynamic science and a vital art. 
Every year, every month, and every day brings new 
changes in the panorama of knowledge of human biology, 
human disease, and related scientific fields. With this 
knowledge comes new skill in the prevention, diagnosis, 
and treatment of the ills that plague mankind. The phy- 
sician who has been charged with the responsibility of 
maintaining the health of the people literally holds the 
power of life and death in his hands. What may have been 
acceptable treatment for one condition 20 years ago 
might now be considered less than worthless. It is evident, 
therefore, that it is not only desirable but absolutely es- 
sential for the physician to continue his medical educa- 
tion throughout his career if he is to carry out the re- 
sponsibilities implicit in his license to practice. Since the 
public has seen fit to allow the profession to control its 
own affairs, it is the responsibility of organized medicine 
to ensure the constant continuing education of its mem- 
bers. H. H. Cummings has compared the American phy- 
sician to a shiny new automobile, the product of a very 
large initial investment but one that requires constant 
care, repair, and refueling in order to do the job for which 
it is intended. 





Assistant Secretary, Council on Medical Education and Hospitals, 
American Medical Association, aided by the Council’s Committee on 
Postgraduate Medical Education, composed of Drs. Donald G. Anderson, 
James M. Faulkner, Edward L. Turner, and Edward H. Leveroos. 

A complete description of the sample, returns, and methods of the 
survey will be made available as an appendix in the reprint edition of the 
series to be published later this year. 

1. Welch, W. H.: The Advancement of Medical Education: Remarks 
Made at the Annual Dinner of the Harvard Medical School Association, 
June, 1892, Bull, Harvard Med. School A., 1892, pp. 55-64. 
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HOW THE PHYSICIAN CONTINUES HIS EDUCATION 

Before considering the ways in which the physician 
continues his medical education during practice, it is 
well to orient the reader to the three phases of medical 
education as defined by the American Medical Associa- 
tion. Undergraduate medical education leading to the 
M.D. degree and graduate medical education in prepara- 
tion for entrance into a specialty or leading to advanced 
academic degrees are both outside the scope of this study. 
Here we are concerned with postgraduate medical edu- 
cation, which is designed to keep the physician abreast 
of his own field of practice or expand his knowledge of 
one narrow aspect of his practice. 

The following definitions were adopted by the House 
of Delegates of the American Medical Association in 
December, 1952. 


Graduate medical education consists of those programs pur- 
sued by individuals possessing the degree of doctor of medicine 
which are primarily designed to prepare them for entrance into 
a specific field of medicine. Such programs include all specialty 
training as well as academic work in the clinical and basic medi- 
cal sciences, and may lead to board certification or an advanced 
academic degree. Graduate programs are usually conducted on 
a full-time basis over a period of from one to several academic 
years. They are generally of a formal mature as residencies, 
fellowships, preceptorships, or intramural academic work, and 
are generally conducted by medical schools, hospitals, or gradu- 
ate medical schools. 

Postgraduate medical education consists of those educational 
activities engaged in by individuals possessing the degree of 
doctor of medicine which are primarily designed to keep them 
abreast of their own particular field in medicine. Such activities 
are intended to both refresh the individual in various aspects 
of his basic medical education and inform him of the new de- 
velopments within his field, and do not lead to any formal ad- 
vanced standing in the profession. Postgraduate programs may 
be on a full or part-time basis, but are usually of relatively 
short duration, i. e., days to months. The organization of these 
programs may be formal or informal, more often the latter. 
They are conducted in a great variety of forms using many 
methods and techniques. They are sponsored by a diverse group 
of institutions, schools, and organizations. Postgraduate pro- 
grams may also include special training in very narrow fields 
of medicine such as subspecialties and new areas of study, as 
well as short basic science courses. 


There are five general types of activities by which phy- 
sicians continue their education while practicing medi- 
cine. These include: (1) reading of medical books, mono- 
graphs, periodicals, and the abundant literature that every 
physician receives from pharmaceutical firms; (2) in- 
dividual professional contacts between the physician and 
his colleagues, consultants, pharmacists, and the repre- 
sentatives of pharmaceutical firms; (3) attendance at 
hospital meetings, such as staff meetings, clinicopatholog- 
ical and radiological conferences, and journal club meet- 
ings; (4) attendance at national, state, and local general 
or special medical society meetings; and (5) attendance 
at formal postgraduate courses. Other activities, such as 
research, individual study of patients, teaching, prepara- 
tion of medical articles, and informal visits to distant 
medical centers, which contribute directly or indirectly 
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to the physician’s continuing education, have not been 
included because of the difficulty of obtaining significant 
data on these factors for a large group. 


The approximately 5,000 physicians responding to 
the questionnaire administered in connection with this 
survey reported an average of 667 hours (the equivalent 
of 83.3 eight-hour days) devoted to all five of the above 
activities in the aggregate (fig. 1). This would represent 
about 22% of the average American physician’s total 
professional activity. Thirteen hours per week is 21.7% 
of 60 hours per week, which was shown to be the 
average work week of physicians by Rusk and co- 
workers.” It should be emphasized, however, that the 
survey figures are probably somewhat higher than they 
would be for the entire physician population, since those 
who returned questionnaires were more likely to have a 
high level of interest in continuing their education. While 
practically all of the respondents reported some use of 
the first four methods, only 70% reported having at- 
tended postgraduate courses in the past five years. 
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ORDER OF PREFERENCE 


1 MEDICAL READING 

2 POSTGRADUATE COURSE ATTENDANCE 
3 PROFESSIONAL CONTACTS 

4 HOSPITAL MEETINGS 

5 MEDICAL SOCIETY MEETINGS 














Fig. 1.—Methods used by 4,923 United States physicians in 1953 to keep 
up to date in their own field of practice. 


Medical Reading.—A third of the time reported by 
the responding physicians was devoted to medical read- 
ing. Every conscientious physician maintains a library 
of basic medical works for ready reference, which are 
supplemented by new monographs and texts or by the 
use of the library. To this must be added an estimated 
5,000 medical journals published throughout the world 
on which he may draw; however, this bountiful array of 
literature at present is of questionable value to the man 
who has not the time to spend many hours even in 
screening what is and is not pertinent to his practice. This 
has encouraged the development of digests and abstract 
services, which are becoming increasingly helpful, par- 
ticularly to the busy general practitioner. Another im- 
portant item in his reading is the great quantity of 
advertising material he receives in the mail each day from 
pharmaceutical firms, which, because of its attractive 
appearance, is likely to receive more attention than his 
more formal-looking journals. Despite its shortcomings, 





2. Rusk, H. A.; Diehl, H. S.; Barclay, R. W., and Kaetzel, P. K.: 
-The Work Week of Physicians in Private Practice, New England J. Med. 
249: 678-681 (Oct. 22) 1953. 

3. O’Brien, W, A.: The Development of Continuation Medical Educa- 
tion, in Trends in Medical Education, edited by M. Ashford, New York, 
|the Commonwealth Fund, 1949, p. 220. 
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reading was considered by the respondents to be the most 
effective method of continuing their education, and, if 
time permitted, they would almost double the number of 
hours spent in this activity. 

Professional Contacts.—Another third of the respond- 
ents’ time was accounted for by professional contacts of 
the physician with his colleagues and others. The bedside 
consultation with a specialist is probably one of the most 
effective educative situations to which the practicing phy- 
sician is exposed, especially when time permits the job 
tobe done thoroughly. Informal discussions with col- 
leagues in hospital cloakrooms and corridors and with 
the corner druggist also add to his daily education. But 
as William O’Brien * has said, ““The detail man has more 
to say about the practice of medicine today than anyone 
else in the country.” The representatives of pharmaceu- 
tical firms enjoy an ideal pedagogical situation in their 
interviews with physicians. The influence of such meet- 
ings, which is heavily commercial, is considerable, al- 
though their content is generally confined to drugs. Pro- 
fessional contacts were rated third, after postgraduate 
courses, in educational effectiveness by the physicians 
surveyed, who would like to increase the time spent in 
this kind of activity only slightly. 

Hospital Meetings.—Hospital staff meetings and con- 
ferences made up about a quarter of the time responding 
physicians spent in continuing their education. Regular 
staff meetings at which attendance is required for hos- 
pital accreditation account for most of this time, which 
also included clinical-pathological, radiological, and other 
hospital conferences. Although in large teaching hos- 
pitals such meetings are of considerable value, their 
educational effectiveness in most hospitals is limited by 
the nature of the clinical material and their emphasis on 
administrative matters, It is not surprising therefore to 
note that such meetings were rated fourth in effectiveness, 
and the responding physicians would prefer to spend even 
less time at them than at present. 

Medical Society Meetings.—Only about 5% of the 
time spent in continuing education was devoted to med- 
ical society meetings. These include county, state, and 
national association meetings, as well as specialty society 
meetings. Since by their very nature these meetings are 
almost exclusively confined to lecture sessions, their edu- 
cational value is limited to that of lecturing in general. 
However, such meetings give physicians an opportunity 
to rub elbows with leaders of medicine and to discuss 
social and economic aspects of practice. Physicians rated 
these meetings lowest on the educational scale and ex- 
pressed their desire of cutting the amount of time spent 
at them in half. 


Postgraduate Courses.—Attendance at formal post- 
graduate courses accounted for about 5% of the time 
physicians reported in all five activities. This varied from 
one day to over three months during a year, with a median 
of just under four days per year. The mean number of 
days per year in attendance at postgraduate courses 
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among those reporting any attendance was 7.36, almost 
double the median, but the mean number of days among 
all 4,923 respondents is 5.26, which is probably nearer 
the average. In the following sections of the report the 
latter figure will be used for comparisons. The 4,923 
respondents reported attending a total of 14,681 courses 
in the past five years, with an average of three courses 
each. Since they also had an average attendance at post- 
graduate courses of 3.7 days per year or 18.5 days in 
five years, the average course would have been 6 days 
in duration. However, postgraduate courses were ranked 
second only to reading as the most effective method of 
continuing education, and the physicians responding to 
the questionnaire expressed a desire to increase the 
amount of time devoted to this activity by over 200%. 
It is of interest to note that there was no significant dif- 
ference in the amount of time spent in postgraduate 
courses by physicians who did and did not take part in 
the other four forms of continuing education. This high 
level of interest points to the growing importance and 
need for formal postgraduate medical education in con- 
tinuing the education of physicians. Postgraduate courses 
can offer training with definite objectives, designed for 
the specific needs of physicians, covering a limited field 
in an organized manner, with the use of participative 
methods as well as lectures, and can be arranged to suit 
the time and situational requirements of practicing phy- 
sicians. Whatever other values they may possess, reading, 
professional contacts, or hospital and medical society 
meetings cannot offer systematic, organized treatment of 
new medical knowledge to the degree that postgraduate 
courses can. For this reason postgraduate medical educa- 
tion has become a necessary part of the professional life 
of physicians, and, consequently, all responsible medical 
institutions and organizations should support it and 
strongly encourage its greater use. 


RECENT TRENDS IN POSTGRADUATE OPPORTUNITIES 
AND THEIR USE 

The Council on Medical Education and Hospitals of 
the A. M. A. has collected data on the number of post- 
graduate courses offered and total physician attendance 
for the past 16 years. A summary of these data is given 
in figure 2A. It is apparent that there has been a fairly 
regular and steady rise in the number of course offerings, 
with peaks in 1948 and 1952. Since then there has been 
a drop, followed by another rise last year. Attendance 
figures have followed a rather different course, falling 
off significantly during the war years for obvious reasons 
but showing a dramatic and marked rise immediately 
thereafter (fig. 2B). In the late 1940’s attendance 
dropped after the bulk of veteran needs had been satis- 
fied, but the continued drop in attendance to prewar 
levels that was predicted by many did not materialize. 
Instead there has been a gradual rise in attendance to a 
level last year that is only slightly below the all-time high 
attained in 1948-1949, 
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It has been suggested by a number of medical educa- 
tors with long experience in this field that there is a 
tendency for postgraduate interest to wax and wane. 
Such cyclic fluctuations have been attributed to the intro- 
duction of courses in which new “gadgets” are used that 
temporarily spur interest but soon die for lack of sound 
basic planning, to the fact that the “saturation point” has 
been reached on a certain subject or in a certain region, 
or to the loss of the leader who spearheaded the pro- 
gram. However, it is evident from figure 2 that the cyclic 
tendency is marked only for course offerings in recent 
years and is very irregular for attendance. More im- 
portant is the observation that the rise and fall in num- 
ber of course offerings precedes by one year similar fluc- 
tuations in the attendance curves for those years in which 
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Fig. 2.—A, number of postgraduate courses offered each year in the 
United States. Data derived from the education numbers of THE JOURNAL, 
1938-1954. B, attendance reported at postgraduate courses in the United 
States. Data derived from the education numbers of THE JOURNAL, 1938- 
1954, 


there is some suggestion of parallelism (1947-1949 and 
1949-1951). This would seem to indicate that those in 
charge of postgraduate program planning are influencing 
attendance by the number of courses they offer rather 
than the reverse, which has generally been considered to 
be the case. 

Whatever may be the reason for these variations, it 
is apparent that they are taking place at a much higher 
level than was the case 15 years ago and in amounts not 
explained by the rise in the physician population during 
this period. Over two-thirds of the medical educators and 
other authorities interviewed in the course of this survey 
expressed the opinion that interest in postgraduate med- 
ical education was increasing among physicians, and only 
a small number felt it to be decreasing. These factors all 
point to the conclusion that there is a gradually increas- 
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ing demand for postgraduate courses among physicians, 
who are coming to look on them as a necessary part of 
their continuing education. 


CURRENT POSTGRADUATE OPPORTUNITIES AND 
THEIR USE 

During the academic year 1952-1953 over 320 dif- 
ferent organizations and institutions offered postgraduate 
courses of one kind or another in the United States. 
About 500 persons in charge of programs at about 225 
of these 320 organizations and institutions were inter- 
viewed in this study. Over half of these organizations and 
institutions eitner offered very informal types of pro- 
grams that did not admit of statistical analysis or else 
did not submit the information necessary for detailed 
study. Usable data were obtained from about 160 of 
these organizations and institutions, which together of- 
fered a total of 2,085 courses during this period. Since 
these courses varied from a few hours to almost a year 
in duration, a more satisfactory index of postgraduate 
opportunities is the total number of instructional hours 
offered in all of these courses. This figure is 139,477 for 
the 2,085 courses studied. 

The total attendance reported at 98% of courses for 
which data were available was 41,076, which is equal 
to about 25% of the practicing physicians in the United 
States in that year. This is undoubtedly a minimal figure, 
since all of the organizations offering postgraduate 
courses are not included in the study. On the other hand, 
some physicians may take more than one course in a 
year, so that this group probably includes fewer than 


Regional Distribution of Postgraduate Courses and Attendance, 


1952-1953 
Ratio of 
Physi- 
Ratio cian- 
of Hours 
No. of Physi- Attend- 
Prac- No. of cians No. of ance to 
ticing Post- per Physician- No.of 
Physi- graduate Course- Hoursof Physi- 
cians in Hours Hour Attend- ciansin 
Region Area Offered Offered ance Area 
United States Total... 167,939 139,477 12 1,481,101 8.82 
New England.......... 13,100 12,388 1.1 63,304 4.83 
Middle Atlantic........ 45,175 50,257 0.9 273,298 6.05 
South Atlantie......... 13,098 2,224 5.9 87,040 6.65 
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EE eae 14,274 2,296 6.2 325,256 22.79 
ia icaccueanie 12,762 7,741 1.6 91,370 7.16 
PIES cis stiwncoske 4,873 1,692 2.9 103,824 21.31 
bsrs0ssscrserewes 18,139 11,857 1.5 266,119 14.67 


41,076 individual physicians. Impressivé as pure at- 
tendance figures may be, it must be realized that they 
are a less accurate indication of the amount of post- 
graduate education being received by the profession as 
a whole than the physician-hours of attendance at all 
courses. This was found to be 1,481,061 physician-hours 
for the year 1952-1953. Thus one finds that the average 
(mean) physician of the 41,076 attending these courses 
received about 36 hours of instruction in the year, or 
the equivalent of 4.5 eight-hour days per year. This figure 
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is quite close to the average days per year attendance 
reported by the physicians responding to the question- 
naire (fig. 2). 


DISTRIBUTION OF POSTGRADUATE OPPORTUNITIES 
AND THEIR USE 
With the exception of the years of World War II there 
has been relatively little change in the number of states 
in which postgraduate courses have been offered in the 
past 16 years. Every state offers at least some oppor- 




















Fig. 3.—Ratio of practicing physicians to course-hours offered in the 
United States in 1952-1953, by region. 


tunities, but the amount varies considerably. As might 
be expected, New York offers the largest number of hours 
of instruction, almost a third of the total for the nation, 
and Illinois runs a close second, with only a slightly 
smaller percentage. This is largely due to the extensive 
activities of the few postgraduate medical schools con- 
centrated in New York City and Chicago. Other states 
high on the list, in order of rank, are California, Massa- 
chusetts, Texas, and Pennsylvania. Thus one finds that 
87% of the total postgraduate hours offered are con- 
centrated within six states that contain less than half of 
the practicing physicians and that most of this percentage 
is within two cities. 

In this study, however, regional breakdowns will be 
used in most instances, since the quantity of data for 
some individual states is too small to draw valid com- 
parisons (see table). On this basis it was found that some 
regions that contained a large percentage of physicians 
offered only a small percentage of the courses and vice 
versa. The best (lowest) ratio of physicians per course- 
hour offered is found in the New England, Middle 
Atlantic, and Great Lakes regions, whereas the South 
Atlantic and the Plains states have the least postgraduate 
opportunities (fig. 3). It is evident from these figures that 
there is gross maldistribution of postgraduate opportu- 
nities from the point of view of accessibility to practicing 
physicians. 

The regional breakdowns used in this study are based on a 
number of considerations including geography, location of medi- 
cal schools, and population. The regions are made up of the 
following states: (1) New England—Maine, Vermont, New 


Hampshire, Massachusetts, Connecticut, Rhode Island; (2) 
North Atlantic—New York, Pennsylvania, New Jersey, Dela- 
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ware; (3) Middle Atlantic—Maryland, West Virginia, Virginia, 
North Carolina, South Carolina, District of Columbia; (4) South 
—Kentucky, Tennessee, Mississippi, Alabama, Georgia, Florida; 
(5) Great Lakes—Michigan, Ohio, Indiana, Illinois, Wisconsin; 
(6) Plains—Minnesota, North Dakota, South Dakota, Nebraska, 
Kansas, Iowa, Missouri; (7) Southwest—Oklahoma, Texas, 
Arkansas, Louisiana; (8) Mountain—Montana, Idaho, Wyom- 
ing, Utah, Colorado, New Mexico, Arizona; and (9) Pacific— 
Washington, Oregon, California, Nevada. 

















Fig. 4.—Ratio of physician-hours of attendance to number of practicing 
physicians in the United States 1952-1953, by region. 


The ratio of physician-hours of attendance to physi- 
cians in each region revealed that those areas with a 
- large number of opportunities did not necessarily enjoy 
a high level of attendance (fig. 4). In fact, the Plains 
area, which had the least postgraduate opportunity, had 
the highest level of attendance, averaging about 23 hours 
per physician in the region, as compared with a national 
average of about 9 hours. The Mountain and Pacific 
regions also had a high level of attendance, while all 
of the remaining regions fell below the national average. 
It is apparent, therefore, that the amount of opportunity 
does not necessarily determine the extent to which that 
opportunity is used. In those regions with low levels of 
attendance the reasons should be sought and remedies 
applied. Where attendance is high, opportunities could 
probably be expanded with success. 

The interest of physicians in postgraduate medical 
education in the various states and regions can be stud- 
ied also by an analysis of the response to the physician 
questionnaire (fig. 5). The percentage of respondents 
was highest among physicians in the Pacific and Mountain 
regions and lowest in the South and Southwest. The 
Pacific states reported the highest percentage of physi- 
cians attending postgraduate courses in the past five years. 
Although physicians in the Middle Atlantic states on the 
average devoted the most time to postgraduate work, 
it is interesting to note that this region reported the lowest 
percentage of respondents attending courses at all. The 
lowest average number of days per year attendance was 
found among the Mountain states. The only region that 
was consistently high on percentage of response to the 
questionnaire, percentage of attendance, and amount of 
attendance was the Pacific, while by these criteria physi- 
cian interest in postgraduate medical education is rela- 
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tively low in the South Atlantic and Southern states. The 
remaining regions are in intermediate positions. 


AN ESTIMATE OF FUTURE NEEDS 

From the foregoing discussion it is evident that al- 
though there is apparently a large amount of postgraduate 
education being offered in the United States, growing 
interest in this field can be expected to increase the need 
for postgraduate opportunities in the years ahead. Al- 
though both interest and opportunity vary from one 
region to another, it is desirable that some attempt be 
made to estimate the over-all quantitative needs at this 
time. This can best be accomplished by thinking in terms 
of the requirements of the individual physician and then 
projecting these to the entire population of practicing 
physicians. First it is necessary to determine the fre- 
quency with which physicians should continue their 
education. This factor was considered by Bruce * in 1937, 
when he said: 

Studies of the literature and of our own educational needs 
in medical practice showed that a practitioner of average train- 
ing might continue to practice five years without contact with 
a medical center and still acquire the newer methods when 
opportunity offered. After ten years a longer period would be 
necessary and greater difficulties experienced. After fifteen years’ 
absence from formal study it was almost impossible to conform 
with the practices of the day. During the past thirty or forty 
years, advances in medicine have been so rapid and so specific 
that a lack of the knowledge developed in any five-year period 
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Fig. 5.—Geographical distribution of physician attendance at post- 
gtaduate courses among physicians responding to questionnaire. 


renders a practitioner to that extent less able to give a desirable 
quality of service. If these observations be substantially correct, 
it would then seem necessary that a practitioner plan to acquaint 
himself with medical progress during each five-year period. 


Buerki * and Wilkinson ° stated that physicians need to 
be refreshed in all aspects of medicine every four to 





4. Bruce, J. D.: Postgraduate Education in Medicine, J. Michigan M. 
Soc. 36: 369-377 (June) 1937. 

5. Buerki, R. C.: Report of the Commission on Graduate Medical 
Education, Chicago, University of Chicago Press, 1940, p. 24. 

6. Wilkinson, C. F., Jr.: Michigan’s Decentralized Resident Training 
Program, J. Michigan M. Soc. 47: 1007-1009 (Sept.) 1948. 
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five years and specialists even more frequently. All of 
the medical educators interviewed during this study con- 
sidered three years to be the maximum desirable interval 
between periods of postgraduate training, most felt yearly 
intervals best, and many suggested weekly or even daily 
activity of this kind. It is probably safe to recommend 
therefore that all physicians receive postgraduate training 
at no greater than three to five year intervals. Although 
this gives an idea of the frequency needed, the amount of 
postgraduate education needed is probably not far from 
that suggested by the physicians themselves in this study, 
i. e., the equivalent of about 10 days per year. The Ameri- 
can Academy of General Practice requires 150 hours 
every three years of its members, only 50 of which must 
be of a formal nature, such as in postgraduate courses. 
This would be the equivalent of about six eight-hour days 
in three years or two eight-hour days per year. The numer- 
ous medical educators and others questioned on this 
subject suggested the equivalent of from 3 to 30 days 
per year. Six days was the most frequent number of days 
mentioned, although over 80% suggested between one 
and two weeks per year. With all of these considerations 
in mind, it is considered sound to suggest that one week 
or 50 hours of formal postgraduate medical education 
each year is a reasonable amount for physicians to aim at 
in order to meet minimum educational needs over and 
above reading, professional contacts and attending hos- 
pital and medical society meetings. It is of interest to 
note in this connection that under the National Health 
Act of Great Britain every practitioner is eligible for 
three weeks “postgraduate leave” per year, though few 
are able to take it because of the demands of their prac- 
tices.’ 

On the basis of the projected individual requirements 
it is possible to estimate the total postgraduate instruc- 
tional hours needed. Regardless of what interval is used 
between periods of study, on the basis of a minimum 
equivalent of one week (50 hours) of postgraduate study 
for each physician per year, it is evident that the about 
170,000 practicing physicians in the United States would 
account for about 8,500,000 physician-hours of attend- 
ance in a year. Since at present there are about 10 
physician-hours of attendance for every course-hour 
offered, it would require one-tenth of 8,500,000 or 850,- 
000 instructional hours to meet the total need, if the same 
ratio is to be followed. The table shows that there are a 
total of 139,477 course-hours offered and 1,481,101 
physician-hours of attendance, or a ratio of 1:10. The 
850,000 hours of postgraduate attendance would re- 
quire an increase in course-hour offerings of from five 
to six times the present amount. However, since it is 
also evident from the data shown that at present only 
25% of the practicing physicians can be expected to take 
postgraduate work in any one year, if each takes 50 
hours in the year, it would require a quarter of 850,000 
or 212,500 instructional hours to meet the need. Even 
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this modest amount of postgraduate education would re- 
quire almost a doubling of the present offerings. Some- 
where between this figure and the ideal suggested earlier 
is a goal worthy of the imagination and efforts of those 
in a position to influence postgraduate planning. 


CONCLUSIONS 


Postgraduate education has become established as an 
essential element in the continuing education of physi- 
cians. The interest and demand are increasing noticeably 
each year. To keep up with the need it will be necessary 
not only to add more courses but to distribute them so 
that all practicing physicians can be reached. On the 
organizational level this is the responsibility of medical 
societies, medical schools, and other medical groups. In 
the last analysis, however, it is the individual physician’s 
responsibility to society to ensure his own constant fitness 
to practice medicine at the highest possible level, which 
requires that he continue his education regularly through- 
out his career. 


7. Postgraduate Education in the United Kingdom and the U. S. A., 
Editorial, Postgrad. M. J. 29: 30 (July) 1953. 





Cerebral Vascular Diseases include some of the most serious 
and widespread of disease processes which still remain among 
those most neglected. They have been treated too long with 
a fatalistic philosophy rather than a dynamic one, and no serious 
attack has been made on the social, economic and personal 
problems they present. . . . The true dimensions of this prob- 
lem are still obscured by lack of knowledge of the various dis- 
eases involved, by inadequate and incorrect diagnoses, and by 
sparse statistical data. Even the best available statistics cannot 
be looked upon as completely satisfactory or definitive. How- 
ever, they do present the problem in its broad outlines. They 
are here presented in round numbers. In 1952, 170,000 people 
died in the United States of cerebral accidents—or strokes. This 
is over three times the number who died from diabetes and 
tuberculosis combined in the same year. It is estimated that 
there are 1,800,000 victims of cerebral vascular diseases in the 
United States today. When it is realized that a large but un- 
known percentage of these require from one to four people to 
care for them, the impact on community and family life be- 
comes more apparent. Cerebral arteriosclerosis is the second 
leading cause of first admissions to the state mental hospitals, 
schizophrenia being the leading cause. If first admissions listed 
under senility are included with cerebral arteriosclerosis, these 
causes combined account for 25% of all first admissions to 
state mental hospitals. This has been a continuing upward curve 
over the years. In 1950, 60,000 such patients were in state hos- 
pitals; this does not include similar patients in county, city, 
Veterans Administration or private hospitals, or those cared for 
at home. Seventy-three per cent of all deaths caused by cerebral 
vascular diseases in 1952 occurred in people 65 years of age or 
older. Looking at this in the reverse, 27% occurred in the highly 
productive years under 65. Forty-four thousand deaths from 
cerebral vascular diseases in 1952 were in the “working age” 
group of 25 to 64 years. Many patients, especially those with 
rheumatic heart disease, suffer their first cerebral accident in 
early adulthood and remain incapacitated for years thereafter. 
—Irving S. Wright, M.D., F.A.C.P., and Ellen McDevitt, M.D., 
Cerebral Vascular Diseases: Their Significance, Diagnosis and 
Present Treatment, Including the Selective Use of Anticoagu- 
lant Substances, Annals of Internal Medicine, October, 1954. 
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NEPHROTIC SYNDROME SIMULATING 
CHRONIC CARDIAC COMPRESSION 


Bernard L. Brofman, M.D. 

Morris W. Selman, M.D. 

and 

Bernard L. Charms, M.D., Cleveland 


This case is reported to demonstrate the manner in 
which the nephrotic syndrome of chronic renal disease 
can simulate chronic cardiac compression. The patient 
reported on showed the characteristic features of chronic 
cardiac compression' and was referred to us for peri- 
cardiectomy. The clinical finding that overshadowed all 
other considerations was the radiographic demonstration 
of extensive calcification of the pericardium. The patient 
also had shortness of breath on exertion, ascites, edema, 
hepatic enlargement, auricular fibrillation, and a quiet 
heart. The demonstration of a relatively normal venous 
pressure in the upper extremity and the findings at cardiac 
catheterization precluded a diagnosis of dynamically sig- 
nificant chronic compression of the heart, and subsequent 
studies established the diagnosis of chronic renal disease. 


REPORT OF A CASE 


A 59-year-old white man was in good health until about four 
years before hospital admission, at which time he began to have 
periodic abdominal distention. Two years iater, this became 
progressive and was associated with occasional exertional 
dyspnea. One year before admission, swelling of the feet and 
ankles began; it was progressive. The patient was admitted to 
a hospital in a town near his farm, where diagnostic studies were 
done; then he was transferred to Mount Sinai Hospital for 
pericardiectomy. The patient had had an attack of jaundice 20 
years before this hospital admission. Ten years prior to admis- 
sion, he had had a severe “chest cold” that persisted for three 
months. Seven years prior to admission, he had been rejected 
as a blood donor because of a cardiac irregularity. Three years 
before admission, he had fallen from a three foot height and 
landed on his chest; this injury had been followed by a four 
month period of chest pain aggravated by respiration. Five 
months before admission, a left inguinal herniorrhaphy had 
been performed, after the rather sudden onset of the hernia. 
There was no history of tuberculosis or tuberculosis contact, 
hypertension, diabetes, or urinary or gastrointestinal disease. 

Physical examination revealed a well-developed, fairly well- 
nourished man, with slight cyanosis, who was able to lie flat 
in bed with no evident discomfort. There was marked abdomi- 
nal distention. The blood pressure was 110 mm. Hg systolic and 
62 mm. Hg diastolic; the heart rate was 88 per minute, with 
gross irregularity; and the respiratory rate was 16 per minute. 
There was no evident venous distention in the neck. The skin 
was sallow, with excoriations over the abdomen and no evidence 
of spider nevi or increased vascularity of the abdominal wall. 
The lung fields were clear. The heart was slightly enlarged to 
percussion, with a grossly irregular rhythm and distant sounds. 
No murmurs or adventitious sounds could be heard. Pronounced 
ascites, with pitting edema of the abdominal wall, was present. 
The liver was questionably enlarged 2 cm. below the right costal 
margin. Scrotal edema and 4+ pitting of the lower extremities 
were evident. 





From the divisions of medicine and surgery and the Hexter Cardio- 
vascular Laboratory, Mount Sinai Hospital. Dr. Selman is now practicing 
in Toledo, Ohio. 

1. Chambliss, J. R., and others: Chronic Cardiac Compression (Chronic 
Constrictive Pericarditis): A Critical Study of 61 Operated Cases with 
Follow-up, Circulation 4: 816 (Dec.) 1951. 
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Laboratory studies showed the following values: urine, specific 
gravity, 1.018, 4+ albuminuria, and 1+ glycosuria. Sediment 
showed rare erythrocytes, leukocytes, and hyaline and granular 
casts. The hemoglobin level was 15.5 gm. per 100 cc., red blood 
cell count 4,450,000, and hematocrit value 46%. White blood 
cell count was 8,000, with 63% neutrophils, 22% lymphocytes, 
7% monocytes, and 8% eosinophils. The sedimeniation rate was 
33 mm. per hour, and the prothrombin time was normal. 
Most of the following blood chemistry and function studies were 
performed after the diagnosis of chronic compression was no 
longer tenable. The nonprotein nitrogen was 60 mg. per 100 
cc.; fasting blood sugar, 102 mg. per 100 cc.; carbon dioxide 
combining power, 43.8 vol. %; total protein, 4.2 gm. per 100 
cc.; albumin, 1.7 gm. per 100 cc.; globulin, 2.5 gm. per 100 
cc.; potassium, 3.83 mEq. per liter; sodium, 130.8 mEq. per 
liter; chloride, 98 mEq. per liter; total cholesterol, 620 mg. per 
100 cc.; cholesterol esters, 349 mg. per 100 cc.; total lipids, 
1,640 mg. per 100 cc.; calcium, 9.1 mg. per 100 cc.; inorganic 
phosphate, 3.4 mg. per 100 cc.; alkaline phosphatase, 4.5 units 
per 100 cc.; icteric index, 7 units; thymol turbidity, 7.5 units 
per 100 cc.; cephalin flocculation + at 24 hours and 3+ at 
48 hours; creatinine, 3.25 mg. per 100 cc., and uric acid, 5.3 





Fig. 1.—Roentgenogram of chest, posteroanterior view, demonstrating 
extensive calcification of pericardium. 


mg. per 100 cc. A blood serologic test was negative. The Fish- 
berg concentration test showed some impairment of concen- 
trating ability; total urinary output of protein was 7.4 gm. per 
day; phenolsulfonphthalein excretion, less than 10% in 30 
minutes and less than 20% in two hours; urea clearance, 21.3% 
average normal function; sulfobromophthalein (Bromsulphalein) 
retention, 20% in 30 minutes; abdominal paracentesis fluid, 
specific gravity, 1.005. 

Radiological studies, including cardiac fluoroscopy, roent- 
genokymography, and heavy Bucky exposures of the chest, 
showed that the lung fields were relatively clear, except for a 
small right interlobar effusion and many calcified hilar nodes; 
the heart was moderately enlarged, with relatively normal pulsa- 
tions throughout; there were extensive areas of calcification com- 
pletely encircling the cardiac silhouette (fig. 1). The electro- 
cardiogram revealed auricular fibrillation, digitalis effect, and 
normal voltage of the QRS complex. Repeated measurements of 
the venous pressure via the arm veins were within normal limits, 
that is, from 9 to 11 cm. of saline. Circulation time, arm to 
tongue, with dehydrocholic acid (Decholin), was 21 seconds, and 
arm to lung, with ether, 14 seconds. The absence of a significantly 
elevated venous pressure necessitated further hemodynamic 
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studies. Cardiac catheterization was performed in the usual man- 
ner, a cardiac catheter being inserted via the right median 
basilic vein. The pressures were consistent with the previous 
venous pressures in that there was no marked elevation of the 
right auricular pressure or of the superior vena caval pressure. 
The possibility of localized constriction in the region of the 
inferior vena cava necessitated subsequent catheterization of the 
heart via the saphenous vein and the inferior vena cava. Again 
the pressures were within normal limits. The combined results 
of the cardiac catheterization are given in the table. The intra- 
cardiac pressures are seen to be slightly elevated. The cardiac 
output is significantly low, the arterial saturation is reduced, 
and the oxygen consumption and basal metabolic rate are greatly 
reduced. 

In view of the continued deterioration of the patient’s con- 
dition, corticotropin gel, 40 units daily, was given. Because of 
lack of eosinophil response, therapy with corticotropin was 
stopped and cortisone was given, 150 mg. daily for 10 days; at 
the end of that time, the patient requested discharge from the 
hospital. The cortisone dosage was somewhat lower than that 
usually recommended,” because of dangers inherent in this treat- 
ment in a patient with such far-advanced renal impairment. 
Moderate diuresis was effected with this course of treatment. 
Four months after the patient’s discharge, clinical improvement 
continued. 
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does not necessarily indicate dynamically significant com- 
pression of the heart.* Radiologically, this patient’s heart 
showed ample expansibility. 

The findings at cardiac catheterization, though they 
demonstrated no significant obstruction to systemic ve- 
nous inflow, are worthy of further consideration. When 
the pressure curves obtained in the right auricle and right 
ventricle are exactly superimposed (by a previously de- 
scribed method),° the configuration is not completely 
normal (fig. 2). The right auricular pressure is only 
slightly elevated, the right ventricular systolic pressure 
is at the upper limit of normal, but there is a “diastolic 
dip” of the right ventricular pressure, followed by an ele- 
vation in the end diastolic pressure. This “diastolic dip,” 
however, was not present in the ventricular pressure 
curves obtained in the lower half of the right ventricle. 
This peculiar ventricular configuration is suggestive of 
that characteristically found in chronic cardiac compres- 
sion °; however, in this case, the plateau following the dip 
is not high enough to be considered significant. The ve- 


Values Obtained at Cardiac Catheterization 
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In a critical study of 61 cases of chronic cardiac com- 
pression, in which the diagnosis was proved at operation, 
Chambliss and co-workers ' pointed out the difficulty of 
establishing this diagnosis and the similarity between this 
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Fig. 2.—Pressure curves obtained at cardiac catheterization. Right ven- 
tricular curve (v) and right auricular curve (a) are superimposed; small 
diastolic dip (d) is present. (Electrocardiographic lead 2.) 


and other entities. It is pointed out that in no case was 
the venous pressure less than 15 cm. of saline. Beck had 
emphasized high venous pressure in his triad for chronic 
cardiac compression.* Although our patient had exten- 
sive calcification of the pericardium, he did not have a 
high venous pressure. Pericardial calcification, in itself, 


Beck.* Although the presence of pericardial rigidity may 
explain the alteration of the pressure curve, hemodynam- 
ically significant cardiac compression could not be con- 
sidered the cause of the patient’s incapacity. The cause of 
calcification in this case is speculative, but the history 
suggests that a nonspecific pericarditis, followed by sup- 
puration, or trauma to the chest, followed by hemoperi- 
cardium, may have contributed; the calcified hilar nodes 
indicate that tuberculous pericarditis may have con- 
tributed to calcification. 

The minor impairment of hepatic function, although 
consistent with chronic cardiac compression,' was prob- 
ably secondary to the renal involvement and extensive 
alteration of plasma proteins. The presence of auricular 
fibrillation is in itself of no significance. The patient 
showed the characteristic evidence of the nephrotic syn- 
drome of chronic renal disease: marked albuminuria, 
hypoproteinemia, hyperlipemia, ascites, and edema. The 
ascites and edema, instead of being due to the increased 
hydrostatic pressure of chronic cardiac compression, were 
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due to the lowered oncotic pressure of nephrosis. The low 
cardiac output and arterial desaturation were presumably 
secondary to cardiac manifestations, decreased blood 
volume, and decreased oxygen consumption characteris- 
tic of nephrosis.? Pericardiectomy would have been ill- 


advised. 
SUMMARY 


A 59-year-old man with classical symptoms of chronic 
cardiac compression had extensive calcification of the 
pericardium. In the presence of a normal venous pres- 
sure, cardiac catheterization was performed via the upper 
extremity and then the lower. The finding of relatively 
normal pressures in the right side of the heart and superior 
and inferior venae cavae precluded a diagnosis of dynam- 
ically significant chronic cardiac compression; subsequent 
studies established a diagnosis of nephrotic syndrome. 
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A CHARACTERISTIC CELL IN NASAL SECRE- 
TIONS DURING PRODROMAL MEASLES 


Victor Tompkins, M.D. 
and 


John C. Macaulay, M.D., Albany, N.Y. 


The multinucleate giant cell of lymphoid tissue known 
by the forbidding eponym of Warthin-Finkeldey cell is 
a well-known finding in prodromal measles.' Pathologists 
occasionally find and prophetically report on these cells 
seen in an appendix or tonsil. Less well known are the 
epithelial giant cells of the bronchial mucosa. Good illus- 
trations of these can be seen in the studies of Denton,’ 
Semsroth,* Corbett, Pinkerton and co-workers,’ and 
Milles.* A patient with a fatal case studied a few years 
ago had an abundance of such epithelial giant cells in 
bronchial mucosa. In the bronchial lumen, shed forms 
were abundant. It seemed likely, therefore, that sputum 
might contain the cells in recognizable form in prodromal 
measles. This was confirmed during our last “measles 
year” in a specimen taken some 48 hours before ex- 
anthem in a living patient. In the process of gathering 
the specimen, it became evident that children, though 
they coughed readily, could not cooperate to provide 
sputum. Therefore, we attempted to obtain nasal mucus 
on the assumption that the cells might well occur in the 
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upper respiratory mucosa. The assumption has proved 
entirely founded, and the cells have been demonstrated 
regularly in 10 patients with cases in stages ranging from 
five days prodromal to the day of exanthem. Control 
preparations from patients with upper respiratory tract 
infections, allergic states, rashes, roseola, and rubella have 
failed to show any comparable structures. 

The method is simple. Glairy mucus is aspirated from 
the nose well up in the turbinate region. The annealed 
curved piece of glass tubing with aspirator bulb used for 
vaginal aspiration is convenient. The material is liberally 
and gently spread on a glass slide. The best preparations 
are those fixed immediately in an alcohol-ether mixture 
and stained by the familiar Papanicolau technique. 
Wright-stained air-dried films have proved satisfactory, 
however. 





A, fused respiratory epithelium ( 460). B, multinucleate cell with nuclei 
densely stained and shrunken (x 960). 


The cells seen in the stained films are large and multi- 
nucleate. In the earliest cases they are basophilic with 
well-preserved nuclei. At this stage they resemble 
fused normal respiratory epithelium (figure, A). Occa- 
sional syncytial clumps preserve a brush border with cilia 
or large vacuoles, presumably those of the mucus-secret- 
ing goblet cells. Later the cytoplasm becomes profoundly 
eosinophile or orangophile with nuclei that tend to be 
densely stained and shrunken (figure, B). Such cells 
occasionally contain brightly acidophile discrete cyto- 
plasmic inclusions. 

The usefulness and reliability of this simple examina- 
tion can be determined only by more general use. Our 
own experience has been so encouraging that we recom- 
mend it to our clinical and laboratory colleagues. It is 
gratifying to discover that disease may presumably be so 
simply and directly identified in the laboratory. 

New York State Health Department (Dr. Tompkins). 
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VISUALIZATION OF CAUDAL SURFACE OF 
HEART BY USE OF CARBONATED 
BEVERAGE 


Eliot Corday, M.D., Beverly Hills, Calif. 
and 


Milton Elkin, M.D., New York 


Clinical examination, including routine roentgenog- 
raphy of the heart, often fails to reveal the true extent 
of downward enlargement of the left ventricle. In the 
absence of roentgenologic contrast, the shadow produced 
by the downwardly enlarged portion of the heart merges 
with the normal subdiaphragmatic density and cannot be 
observed. Since this subdiaphragmatic density is pro- 
duced chiefly by the stomach, it may be largely eliminated 
by the presence of an air or gas bubble in the stomach. 
If a portion of the cardiac shadow projects downward, it 
can then be visualized through the dark area produced by 
the stomach bubble. Such a bubble may be artificially 
produced by ingestion of a Seidlitz powder. While this 
method gives satisfactory roentgenologic contrast, it has 
the disadvantage of a strong laxative effect; thus it is 





Posteroanterior roentgenograms of a patient with coronary artery disease 
and hypertension, taken before and after a stomach bubble was produced 
by a carbonated beverage. A large portion of the heart can be seen 
extending into the gastric air bubble. The true apex of the heart cannot be 
visualized on the routine roentgenogram. 


undesirable as a routine procedure. Fortunately, the same 
contrast may be obtained without catharsis by using a 
commercial carbonated drink. 


MATERIAL AND TECHNIQUE 

Seven ounces (207 cc.) of a commercial carbonated 
beverage, such as soda water or ginger ale, is taken slowly 
and without eructation. A routine chest roentgenogram is 
made immediately; other views of the heart may then be 
taken, or fluoroscopy may be performed. On the postero- 
anterior film, the long, broad, and transverse diameters 
of the heart are measured. The area of the frontal plane 
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of the heart shadow may then be plotted on a square grid. 
In the present investigation, roentgenographic studies of 
the heart were made with the aid of the gastric bubble in 
210 patients. Of these, 98 had normal hearts and 112 had 
heart disease of congenital, rheumatic, hypertensive, or 
arteriosclerotic origin. 
FINDINGS 

Measurements of the level of the diaphragm and heart 
made before and after the production of the gas bubble 
showed no significant differences. The position of these 
organs was not affected by the bubble. In patients with 
hearts of normal size, the lower margin of the heart was 
usually visualized with the aid of the gas bubble; how- 
ever, in very few instances did the lower border of the 
heart project below the shadow of the diaphragm. In 87 
of the 112 patients with enlarged hearts, the inferior por- 
tion of the heart was satisfactorily visualized. In 10 of 
these cases, in which a large portion of the heart shadow 
was situated below the diaphragmatic shadow, measure- 
ments of the frontal surface area were made on a square 
grid; it was found that the area of the cardiac shadow 
seen with the aid of the stomach bubble was from 16% 
to 46% larger than the area visible on routine roent- 
genograms and that 14% to 32% of the total frontal 
plane area was invisible in the routine roentgenogram and 
was revealed only in the presence of the stomach bubble. 


Measurements of the transverse, long, and broad di- 
ameters of the heart were not significantly different before 
and after production of the stomach bubble. The con- 
stancy of these diameters would seem to indicate that the 
border of the inferior portion of the heart, which was 
disclosed by the bubble, constitutes a circular arc and that 
the shape of the cardiac silhouette is not altered by the 
presence of the bubble. In one patient examined fluoro- 
scopically with the aid of the bubble, evidence of ventric- 
ular aneurysm was revealed through the bubble. This im- 
portant abnormality had not been suspected from routine 
fluoroscopy. The heightened radiological contrast pro- 
vided by the bubble is also helpful in fluoroscopic search 
for pericardial and myocardial calcification. 


As one would expect from what is known of the patho- 
genesis of cardiac enlargement in the various types of 
heart disease under consideration, nearly all the cases in 
which there was enlargement below the diaphragmatic 
shadow were of hypertensive or arteriosclerotic origin. 
Hearts affected by rheumatic valvular disease rarely pro- 
jected downward, even when enormously enlarged later- 
ally or posteriorly.” It was found that surface measure- 
ments of the heart made in the presence of the stomach 
bubble were identical during deep inspiration and deep 
expiration. Thus the true area of the heart may be seen 
regardless of the height of the diaphragm, and the stom- 
ach bubble minimizes one of the technical variables in 
serial examinations of heart size. 


SUMMARY AND CONCLUSIONS 
A simple roentgenologic method, consisting of roent- 
genographic and fluoroscopic examination of the heart 
after artificial production of a stomach bubble by a car- 
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bonated beverage, has been used as an aid in visualization 
and measurement of the lower portion of the anterior car- 
diac surface and borders. In some patients with enlarged 
hearts, examination with this technique revealed that 
as much as one-third of the total anterior surface area 
of the heart may be completely invisible on routine chest 
roentgenograms. The stomach bubble not only revealed 
the true size of these hearts, which had previously been 
erroneously estimated, but also disclosed the true con- 
tours of their inferior and apical segments. In addition it 
was found that the stomach bubble permits more ade- 
quate fluoroscopic examination of the heart, especially 
in those cases in which a portion of the left ventricle is 
enlarged downward. The heightened roentgenologic con- 
trast facilitates examination of the pulsations of this part 
of the heart and aids in the search for intracardial and 
pericardial calcification. It is suggested that this method 
of examination be used routinely to study and follow the 
progress of diseased hearts. 
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SUCCESSFUL HOMOGRAFT OF SKIN IN A 
CHILD WITH AGAMMAGLOBULINEMIA 


STUDIES ON AGAMMAGLOBULINEMIA 


Robert A. Good, M.D., Ph.D. 
and 


Richard L. Varco, M.D., Ph.D., Minneapolis 


A substantial obstacle to current medical and surgical 
progress is the established fact that tissues and organs 
from one person transplanted to another will not survive. 
Although it has been suspected that rejection of homo- 
grafts has an immunologic basis, proof of this concept 
is lacking. Bruton, in 1952,' first described a child suffer- 
ing from agammaglobulinemia. Since this original report, 
about 30 patients with agammaglobulinemia have been 
studied and the characteristic features of this disorder 
have been defined. All of the children thus far described 
as suffering from this syndrome are males; all show ex- 
treme susceptibility to bacterial infection, absence of 
gamma globulin from the serum, absence of known anti- 
bodies, including natural isohemagglutinins, from the 
serum, and failure to respond to antigenic challenge with 
antibody production. Thus, in these children, nature has 
produced a virtually complete “immunologic paralysis.” 

Agammaglobulinemia, with the associated failure of 
the immune response, has also been discovered in adults. 
These patients are almost equally distributed between the 
sexes, and in several instances evidence has been obtained 
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that the disease is acquired rather than congenital. In 
the course of an extensive investigation of the nature of 
the handicap of these patients, we decided that homo- 
grafting of skin should be attempted for three reasons: 
to seek evidence on the basis for the failure of homo- 
transplantation in man; to provide a broad antigenic chal- 
lenge to the hematopoietic tissues; and to attempt an 
initial step in replacement therapy. The results of this 
investigation are most provocative and occision the pres- 
ent report. Whereas transplantation of skin from the 
patient with agammaglobulinemia to a normal subject 
proved unsuccessful, skin from an unrelated person 
grafted onto the thigh of the patient with agammaglob- 
ulinemia has “taken” successfully and remains in place 
and intact 18 weeks after the initial transplantation. 


PATIENT'S HISTORY 


One of six patients with agammaglobulinemia studied 
in our laboratory over the past six months is a 7-year-old 
boy who has been plagued throughout his life by recur- 
rent severe bacterial infections. He was born in Germany 
of a Latvian father and mother who were unrelated. Al- 
though the gestational period, birth, and neonatal period 
were without event, the child began to have trouble with 
bacterial infections when he was only 6 months of age. 
During the past six and one-half years he has suffered 
almost continuously from infectious disease. He has had 
severe pneumonia at least seven times, bacterial menin- 
gitis three times, recurrent bacterial diarrhea, repeated 
urinary tract infections, septicemia, laryngotracheobron- 
chitis requiring tracheotomy, otitis, and many severe re- 
spiratory infections. Although all infections have been ac- 
companied by intense febrile and leukocytic response and 
several have been real threats to his life, the patient has 
responded well to antibiotic therapy. After a struggle 
with these recurrent infections over a two year period, 
the family physician referred the patient to the University 
of Minnesota Hospitals for management, with the pro- 
visional diagnosis of agammaglobulinemia. 


DIAGNOSIS 

Physical examination revealed no abnormalities except 

a tracheotomy scar. In spite of the frequent severe infec- 
tions mentioned, the child had grown and developed 
normally; he ranked in the 98th percentile for height and 
the 90th percentile for weight according to the Harvard 
standards. Laboratory studies revealed the urine to be 
normal, containing no measurable protein and no cells in 
a 24 hour sampling. Hemoglobin level was 11.9 gm. per 
100 cc. and the white blood cell count 5,300 per cubic 
millimeter, with a differential count of 48% neutrophils, 
49% lymphocytes, 1% eosinophils, 2% monocytes, and 
no basophils. The total serum protein value was 6 gm. 
per 100 cc., and upon fractionation with 26% sodium 
sulfate the albumin was 4.3 gm. per 100 cc. and the 
globulin 1.7 gm. per 100 cc., the albumin-globulin ratio 
thus being 2.53:1. The zinc turbidity reaction of Kunkel, 
directly correlated with gamma globulin concentration, 
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was zero on one occasion and 1 unit, an insignificant 
reaction, on another. Study of the bone marrow revealed 
a virtual absence of plasma cells. A detailed report of 
the hematological findings in agammaglobulinemia will 
be made in later papers. 











Ag 


Fig. 1.—Electrophoretic pattern of 7-year-old boy with agammaglobu- 
linemia. Note the absence of gamma globulin in both ascending and 
descending boundaries. The other serum proteins are present in normal 
concentrations. 





Following these several leads, we established the diag- 
nosis of agammaglobulinemia on electrophoretic analysis 
of the serum. Analysis of the pattern reveals normal con- 
centrations of albumin and of alpha,, alphay, and beta 
globulins, but complete absence of gamma globulins. 
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Investigations designed to elucidate evidence of antibody 
formation confirmed other indications that this patient 
was suffering from functional failure of the antibody- 
forming system. Intensive antigenic stimulation with 
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typhoid-paratyphoid bacilli, pneumococcus and brucella 
polysaccharides, pertussis and diphtheria antigens, and 
blood cells of a heterologous blood group (group A) 
was not productive of antibody response. There was no 
response to the antigenic challenges, each of a magnitude 
productive of sharp antibody response in normal children 
and adults. 
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PROCEDURE 


On March 9, 1954, a piece of skin 3 by 8 cm. on the 
medial aspect of the right thigh of the patient with agam- 
maglobulinemia was tattooed with India ink, removed 
in full thickness, and placed on a clean granulating sur- 
face on the medial aspect of the knee of a 2'2-year-old 
girl who was normal in every respect except for severe 
burns sustained two months previously. At the time this 
graft was applied the recipient child was in excellent con- 
dition; she supported autogenous grafts with facility both 
before and after the homotransplantation. The boy with 
agammaglobulinemia was of blood group O, Rh positive; 
the recipient of the homograft was of blood group A, 
Rh positive. On, the same day a split thickness graft 2.5 
by 4 cm. in size and a tattooed full thickness graft 2.5 
by 3.5 cm. in size were taken from the abdominal skin 
of a 45-year-old woman prior to an exploratory lapa- 
rotomy. These grafts were applied adjacent to one an- 
other on the denuded area of the thigh of the boy with 
agammaglobulinemia, as a superior or proximal split 
thickness and an inferior or distal full thickness skin 
homotransplant. The donor in this procedure was of 
blood group A, Rh positive. None of the participants in 
the transplantation experiment were related in any way. 

Ten days after transplantation of skin from the patient 
with agammaglobulinemia to the normal burned child, 
the graft looked to be in excellent condition, and a 100% 








Fig. 2.—A, “initial take” of full thickness graft from patient with agamma- 
globulinemia on the knee of burned but otherwise normal child. Note India 
ink tattooing of grafted skin 10 days after skin was applied to granulating 
surface. B, complete necrosis and slough of homograft on normal child. 
Note that subsequent autografts have taken well. 


“initial take” was recorded. Two weeks later this homo- 
graft began to show signs of necrosis. Four weeks after 
the transplantation, necrosis was complete and the graft 
had sloughed completely. The homotransplant on the 
patient with agammaglobulinemia showed excellent “‘ini- 
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tial take” of both the split thickness segment and the full 
thickness segment two weeks after application. Instead of 
undergoing necrosis, this graft has continued to main- 
tain its healthy appearance, and both segments have con- 
tinued to survive. At the time of writing, this homograft 
has been in place 18 weeks and shows no signs of disinte- 
gration or absorption. The split thickness portion is in- 
deed difficult to distinguish from the patient’s own skin, 
and the full thickness portion, except for the India ink 
tattooing applied before removal of the skin from the 
donor, has the appearance of normal skin. 


COMMENT 


In spite of many early reports of successful homo- 
transplantation of skin, it has gradually become apparent 
that, in man and other mammals, orthotopic homotrans- 
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Fig. 3.—A, “initial take’’ of homograft of abdominal skin from a 
45-year-old woman on medial aspect of thigh of patient with agamma- 
globulinemia. The superior or proximal segment of the graft is split thick- 
ness (Thiersch type); the lower or distal segment is full thickness. Note 
tattooing with India ink. B, homograft on patient with agammaglobulinemia 
after 4 weeks; C, homograft of skin on patient with agammaglobulinemia 
after 18 weeks. Note persistence of both full thickness (tattooed) segment 
and split thickness segment. 


plantation virtually always terminates in the destruction 
or replacement of the graft.” The notable exception to 
this generalization is the transplantation of corneal tissue; 
in this instance regular survival of homotransplants pro- 
vides a clinically useful tool. The bulk of evidence indi- 
cates, however, that corneal transplants represent a spe- 
cial case dependent on the isolation of the donor tissue 
from the blood and lymph of the recipient.* Except for 
a few instances still disputed by some, homotransplanta- 
tion of skin has been successful only between monozy- 
gotic twins in man and between representatives of highly 
inbred strains of experimental animals. The basis for 
rejection of homografts has been the subject of much 
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speculation, but most of the theories proposed as an ex- 
planation for failure of homografts have gained little 
support.* 

Beginning with the incisive investigation of Medawar 
and his associates,® evidence has accumulated suggesting 
that failure of homotransplantation may indeed have an 
immunologic basis. This evidence includes data indicat- 
ing that in experimental animals: (1) the time required 
for rejection of homografts is in the saine time range as 
that required for antibody production *; (2) the speed of 
rejection of homografts is related to the dose of “antigen” 
supplied‘; (3) circulation of blood or lymph without 
barrier to antibody is essential for the rejection of homo- 
transplants *; (4) evidence for secondary response or so- 
called anamnestic reaction is found in the more rapid 
rejection of a second antigenically similar homograft than 
of the first®; (5) agents, such as total body irradiation 
and cortisone, that suppress antibody formation prolong 
the survival of homotransplants '°; (6) desensitization 
with skin antigens results in prolonged survival of homol- 
ogous skin grafts ''; and (7) rejection of homotransplants 
of skin is associated with the appearance of antibody 
against donor cells and tissues in the circulation of the 
host. '* 

CONCLUSIONS 

The apparently successful homografting of skin in a 
patient with agammaglobulinemia provides strong sup- 
port for the concept that an immunologic mechanism is 
responsible for failure of homotransplantation in man. 
It is certain that mechanisms other than those involving 
antibody or gamma globulin production might account 
for the observations recorded, but most attractive to us 
is the hypothesis that this child’s only demonstrable de- 
ficiency, namely, failure of antibody production, with 
consequent failure of gamma globulin accumulation, is 
responsible for the deviant behavior in response to ho- 
mologous skin. 
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Much recent investigation has been based on the hy- 
pothesis that antigenically determined skin groups, like 
blood groups, exist in sufficiently small numbers to per- 
mit ultimate matching; however, some evidence already 
obtained seems to indicate that in experimental animals 
the complexities of this approach might be overwhelming, 
even for this one tissue, and that the approach provides 
little hope for the surgeon dreaming of ultimate organ 
transplantation. 

Perhaps a more fruitful approach to this problem 
would be to intensify the search into the mechanisms of 
antibody production, seeking methods of control of this 
general reaction that might be employed to permit uni- 
versal homotransplantation. The experiments of nature, 
recently studied in our laboratory as well as in others, 
suggest that certain cases of agammaglobulinemia in 
which the patient also has virtually complete concomitant 
immunologic paralysis may, indeed, represent an ac- 
quired disease. The observation of these cases provides 
hope that intensive study of the dynamics involved in 
antibody production may result in discovery of methods 
for its control that will be of immense practical signifi- 
cance. 

SUMMARY 


A successful homograft of skin in a patient with agam- 
maglobulinemia and immunologic paralysis is interpreted 
as strong evidence favoring the hypothesis that the biolog- 
ical obstacle to homotransplantation is antibody produc- 
tion. If this hypothesis is true, research into the mecha- 
nisms of antibody production should eventually solve the 
problem of homotransplantation of skin and perhaps even 
of other tissues. 

ADDENDUM 

Since this paper was written, this homotransplant has 
continued to survive and remains intact 11 months after 
its original application. 


412 Delaware St. (Dr. Good). 


PHENYLEPHRINE HYDROCHLORIDE IN 
PAROXYSMAL SUPRAVENTRIC- 
ULAR TACHYCARDIA 


Lieut. Commander Charles K. Donegan 


and 
Lieut. Charles V. Townsend, (MC), U.S.N.R. 
Portsmouth, Va. 


Phenylephrine (Neo-Synephrine) hydrochloride was 
first suggested as an effective drug in the treatment of 
paroxysmal supraventricular tachycardia by Youmans ? 
and his group in 1947. Since this time others * have 
mentioned its use and at the same time suggested that 
the drug was relatively innocuous in the absence of heart 
disease. It has been stated that phenylephrine should not 
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be used in the presence of heart disease; however, the 
specific danger of its use has not been mentioned. We 
recently treated a patient with paroxysmal supraventric- 
ular tachycardia in whom therapy with quinidine, digi- 
talis, apomorphine, ipecac, and procaine amide (Pro- 
nestyl) hydrochloride had been ineffective; we therefore 
chose phenylephrine. The drug stopped the arrhythmia 
but produced short runs of ventricular tachycardia. For 
this reason we sought to find if similar experience had 
been reported and, if so, what significance had been at- 
tached to this arrhythmia. We found that the same phe- 
nomenon had been recorded,* but no particular emphasis 
or attention had been given it. It is universally accepted 
that ventricular tachycardia, even in short runs, is po- 
tentially of serious consequence; thus it is felt that this 
complication deserves additional attention. 


REPORT OF A CASE 


A 39-year-old white man was admitted to the hospital on 
Sept. 14, 1953, complaining of “rapid heart action” of 14 
hours’ duration. He said that he had had recurrent episodes 
for 15 years, with a recent tendency to increased duration, 
frequency, and refractiveness to treatment. Two or three times 
a year the attacks had been of such duration that they required 
medical attention. At first each episode could be stopped by 
Straining or by pressure on the carotid sinus or eyes, but later 
these means were not effective. From 1943 to 1945 the episodes 
were relieved by emesis produced by ipecac or apomorphine. 
During the last eight years these measures had not been 
effective, and digitalis, quinidine, and procaine amide had been 
used. In 1949 for six months the patient took quinidine 
regularly and was asymptomatic. In 1950 an attack was im- 
mediately relieved by procaine amide, given intravenously, but 
on reversion the patient experienced severe substernal pain and 
pain in the anterior portion of the left side of the chest lasting 
several minutes. In 1952 procaine amide was ineffective, and 
in January, 1953, another course of quinidine was begun. The 
patient was given only 0.2 gm. daily, for if the dose was 
increased nausea, vomiting, and diarrhea developed; the patient 
had at least one episode of short duration, and he voluntarily 
discontinued quinidine therapy. In May, 1953, he was given 
lanatoside C, 1.6 mg., intravenously for an attack, with re- 
version two hours after medication. He was then given digitalis, 
0.2 gm. daily for seven doses, then 0.1 gm. daily until the 
time of his admission to the hospital. 

About 14 hours before admission, the patient had a sudden 
onset of rapid heart action associated with a feeling of weak- 
ness. He slept restlessly for six hours; the tachycardia was still 
present. On his way to work he carried a suitcase and noticed 
that after walking a few steps he would have dull substernal 
aching requiring rest for relief. These symptoms persisted, and 
the patient was admitted to the hospital for treatment. Physical 
examination revealed a slightly obese white man, 39 years of 
age, who was pale and slightly dyspneic but not acutely ill. 
His blood pressure was 110 mm. Hg systolic and 80 mm. Hg 
diastolic. The pulse was regular; the pulse rate 220 per minute. A 
complete physical examination revealed no other abnormal 
findings. Hemogram and urinalysis revealed no abnormal 
values; serum cholesterol and blood sugar measurements were 
within normal range. Sedimentation rate, Wintrobe method, 
was 18 mm. per hour. A teleroentgenogram of the chest was 
normal. The basal metabolic rate was +7%. An electrocardio- 
gram revealed paroxysmal supraventricular tachycardia with a 
rate of 220 per minute and T-wave changes (fig. 1, column B). 

The patient was cautiously given phenylephrine hydro- 
chloride, 1 mg., intravenously; after two minutes, at the 
moment when the drug had all been administered, short runs 
of paroxysmal ventricular tachycardia, interrupted by infrequent 
beats of sinoauricular origin, began. After 21.3 seconds the 
ectopic beat became normal (fig. 2), except for occasional inter- 
ruption by a ventricular extrasystole and a single short run of 
ventricular tachycardia, The patient’s blood pressure immedi- 
ately before treatment was 100/80 mm. Hg. During the injection 








Vol. 157, No. 9 


his pressure, taken every 30 seconds, rose to 130/80 mm. Hg; 
the highest pressure was at the moment of reversion of rhythm. 
At the termination of tachycardia, the patient experienced 
severe substernal pain and pain in the anterior portion of the 
left side of the chest of about two minutes’ duration. During 
the remainder of the hospitalization period he had no recur- 
rence of chest pain or tachycardia. After 72 hours his electro- 
cardiogram gradually returned to normal, and on the seventh 
day the electrocardiographic tracing made after an exercise 
tolerance test consisting of 48 Master steps was abnormal 
(fig. 1, E and F). In order to prove that T-wave changes 
were not due to the effects of digitalis, which the patient was 
taking until after the first exercise tolerance test, we dis- 
continued digitalis therapy for 14 days, then gave an identical 
exercise test; results were similar. 
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Fig. 1.—Sample sections of electrocardiograms from the case reported 
on, Column B shows paroxysmal supraventricular tachycardia; column E 
shows normal tracings made 72 hours after intravenous administration of 
1 mg. of phenylephrine (Neo-Synephrine) hydrochloride; and column F 
shows abnormal response to an exercise tolerance test. 


COMMENT 
Johnson * and Keys and Violante ° pointed out that 
the vasopressor action of phenylephrine was accom- 
panied by a relative slowing of the normal heart. It has 
been postulated that the mechanism of the action is the 
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effect of rising blood pressure on the cardioinhibitory 
reflexes in the aortic arch and carotid sinus. Youmans * 
has suggested that the intravenous use of phenylephrine 
in paroxysmal supraventricular tachycardia produces a 
sudden vasoconstriction, which in turn causes a rapid 
rise in the pressure in the aortic arch and carotid sinuses. 





NECIYNEOHRINE THERAPY 
OBC ONT IN EL 


Fig. 2.—Electrocardiogram made during and after administration of 
phenylephrine hydrochloride. Short runs of paroxysmal ventricular tachy- 
cardia, interrupted by infrequent beats of sinoauricular origin, began 
immediately after administration of the drug; the ectopic rhythm became 
almost normal after 21.3 seconds. 


Consequently all four afferent pathways concerned with 
reflex cardiac slowing are simultaneously activated. It 
would therefore appear that the effectiveness of phenyl- 
ephrine in paroxysmal supraventricular tachycardia must 
be due to elevation of the blood pressure. In addition it 
has been noted that the drug acts as an accelerator in the 
denervated hearts of dogs. Youmans * has reported a 
case in which the electrocardiographic tracing was simi- 
lar to the one in our case except that the period of myo- 
cardial irritability was shorter. In Youmans’ case, myo- 
cardial irritability occurred after the administration of 
only 0.4 mg. of phenylephrine. In another of Youmans’ 
patients, apparent ventricular tachycardia developed 
after the administration of only 0.8 mg. of phenylephrine, 
without reversion of rhythm; after an additional dose of 
1 mg., the rhythm reverted to normal without incident. 

The mechanism of the production of ventricular beats 
is unknown. It is known that in dogs phenylephrine has 
a stimulating effect ° on the myocardium. Depression of 
the sinoauricular node * has been produced experimen- 
tally in dogs, which might suggest that the ventricular 
beats are an escape mechanism as a result of the depres- 
sion of the sinoauricular node. This explanation seems 
unlikely, however, because in our patient the longest run 
of ventricular tachycardia shows the initial beat to be 
premature in the cycle. We think that phenylephrine has 
two actions on the cardiac mechanism: first and fore- 
most, a cardioinhibitory reflex mechanism mediated 
through an increase in blood pressure on the aortic and 
carotid sinus; second, a less vigorous stimulatory action 
directly affecting the myocardium. 

Although various physicians have suggested that 
phenylephrine should not be used in the presence of 
organic heart disease, we are not able to find a basis 
for this belief. It has been suggested that the use of 
phenylephrine is not without danger, presumably be- 
cause of the possibility of its producing myocardial ir- 
ritability. In our case there is no doubt that the patient 
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had definite but mild coronary sclerosis; this was proved 
by repeated exercise tolerance tests. We purposely con- 
tinued his maintenance dose of digitalis to be sure that 
it was not a factor in the T-wave changes occurring dur- 
ing his episode of paroxysmal supraventricular tachy- 
cardia. These changes persisted for several days. We 
discontinued digitalis therapy for two weeks and re- 
peated the exercise test in order to be absolutely certain 
that the T-wave changes after exercise were not related 
to digitalis. Since there are numerous examples of T- 
wave changes lasting varying periods of time after par- 
oxysmal supraventricular tachycardia in the absence of 
organic heart disease, we felt it important to prove be- 
yond doubt that organic heart disease was present. 

The suggested intravenous dose of phenylephrine 
hydrochloride required to revert tachycardia is 0.5 to 
1.5 mg.; however, elevation of the blood pressure is con- 
sidered to be a limiting factor. In this case the blood 
pressure rise was minimal. Although the drug should be 
given cautiously, it must be given rapidly enough to pro- 
duce a rise in the blood pressure in order to be effective. 
Any drug that produces evidence of myocardial irrita- 
bility manifested by paroxysms of ventricular tachy- 
cardia is potentially a dangerous agent; consequently 
the physician should try carotid sinus pressure, quini- 
dine, neostigmine (Prostigmin), and such quick-acting 
digitalis preparations as lanatoside C before resorting 
to phenylephrine. 

SUMMARY 

In a case of paroxysmal supraventricular tachycardia 
associated with coronary artery disease that was refrac- 
tive to the usual drugs used in the treatment of this dis- 
order, phenylephrine (Neo-Synephrine) hydrochloride 
proved effective; however, since it produced short runs 
of ventricular tachycardia it must be regarded as a poten- 
tially dangerous agent and used with caution. 


A CATHODIC STERILIZER FOR SHARP 
INSTRUMENTS 


William H. Havener, M.D., Columbus, Ohio 


Although moist heat is recognized as the most effective 
means for sterilizing surgical instruments, it has heretofore 
not been practical to autoclave or boil sharp edged in- 
struments, such as knives, scissors, or delicate forceps, 
because the sharpness is greatly impaired by only a few 
minutes of such a procedure. Corrosion occurs because 
the inherent electrochemical tendency of the iron to enter 
solution as the ferrous ion is greatly accelerated by heat. 
Sharp edges are preferential sites for electrochemical cor- 
rosion and hence are rapidly pitted. The site of corro- 
sion is always found to be electropositive in respect to the 
rest of the instrument.’ Corrosion engineers have long 
recognized the principle of cathodic protection. In this 
process the surface to be protected (surgical instrument) 
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is attached to the negative pole of a battery and a separate 
piece of metal is connected to the positive terminal. Both 
are immersed in the sterilizing solution (boiling distilled 
water). All corrosion in this system is forced to occur on 
the positive metal plate. The electrical current thus 
oriented causes the surgical instrument to become a cath- 
ode, and, therefore, resistant to electrochemical corro- 
sion. Just as a sharply pointed lightning rod is the most 
effective means for removing electrons from an electro- 
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After 
Protected 


Fig. 1.—Photomicrographs of new razor blades, with an identifying notch 
to localize the position photographed, taken before and after 15 minutes 
of boiling under identical conditions except for the addition of the cathodic 
protection current. 


statically charged cloud, so a sharp edge is the most effec- 
tive part of the circuit in respect to releasing electrons. 
As a result of this fortunate circumstance, the sharper 
an edge, the greater is the amount of corrosion resistance 
conferred on it by this method of cathodic protection. 
Figure 1 shows the protection conferred on an edge by 
this method, as contrasted with the pitting caused by 
ordinary boiling for 15 minutes. Keratomes and cataract 
knives have been boiled repeatedly for four hours with 
no perceptible loss of sharpness, as determined by their 
ability to penetrate a kidskin drum or as visualized by 
microscopic inspection.” 

Instruments should be boiled for 15 minutes to com- 
pletely sterilize the deepest crevices. By contrast, not 
even the most potent germicidal solution can kill micro- 
organisms it does not contact, such as in the capillary 
interior of the erysiphake, beneath retained films of anti- 
rust oil on the joints of scissors, within clumps of fibrin 
in difficult to clean crevices, and on underlying protec- 
tive silicone coatings. There is no known vegetative form 
of micro-organism that can resist moist heat at 100 C 
for even a few minutes. The tubercle bacillus, for in- 
stance, is killed in two minutes at only 65 C. There exist, 
however, highly resistant spores, such as Clostridium, 
which may survive boiling or chemical sterilization for 
many hours, that are killed with certainty only by auto- 
claving at 120 C. 

A sterilizer has been devised (fig. 2) to make practical 
use of the cathodic protection principle and permit boil- 
ing of sharp instruments. The following points should be 
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observed in the use of this sterilizer. 1. In order to avoid 
mineral deposits, distilled water should be used rather 
than ordinary tap water. (Contrary to popular belief, 
distilled water will carry an electrical current.) It 
should be changed daily as would be done in any other 
sterilizer. 2. It is preferable to bring the water to the boil- 
ing point before placing the instruments in it. This drives 
off dissolved gases that might form bubbles on the in- 
struments and interfere with the cathodic protection. 3. 
Promptly on removal from the sterilizer, instruments 
should be placed into an antirust germicidal solution, 
such as benzalkonium germidical solution, University of 
Michigan formulary (isopropyl alcohol, 99%, 900 cc.; 
methanol 72 cc.; formaldehyde solution, 37%, 144 cc.; 
benzalkonium chloride, 12.8% , 14.4 cc.; sodium nitrate, 





Fig. 2.—Sterilizer converted for cathodic protection by addition of 
anodes, ammeter, battery, and proper wiring. 


18 gm.; and distilled water to make 1,800 cc.). This pre- 
vents any possibility of contamination until the instru- 
ments are rinsed and placed on the operating table. It 
also insures against corrosion occurring beneath retained 
drops of hot water, such as may occur if the instruments 
are simply left to dry in the air. 4. There is no electrical 
danger to the nurse in sterilization by this method, since 
adequate cathodic protection requires only 3 volts of cur- 
rent supplied by two ordinary dry cells. 





Penicillin Reactions.—Perhaps one of the greatest causes of 
trouble is the assumption that, because a patient says, “I’ve 
had penicillin before,” he will not now show a reaction to it. 
This is the opposite of basic allergic principles. Anaphylactic 
reactions occur only in those who have had previous sensitizing 
exposures. It can occur even though the penicillin was apparently 
well tolerated before. Ointments and troches are especially prone 
to cause the development of sensitivity. The use of ointment 
particularly has been almost discontinued for this reason. Sys- 
temic reactions have been seen after parenteral administration 
in cases where the sensitization has been from topical use only. 
The so-called hypoallergic penicillins are not the answer. There 
is too high a degree of cross-sensitivity between penicillin “G” 
and penicillin “O”: Benzathacil (Bicillin) and penethamate (Neo- 
Penil) have been equally guilty of causing side reactions. Intra- 
dermal, scratch and patch tests have been found helpful in pick- 
ing out some of the sensitive patients. They are time-consuming 
and inaccurate. Severe reactions have been reported in patients 
with “negative” tests—-E. J. Luippold, M.D., Prevention of 
Penicillin Reactions, The Journal of the Medical Society of New 
Jersey, October, 1954. 
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RAPID TURBIDITY TEST FOR DIAGNOSIS 
OF UREMIA 


Wendell T. Caraway, Ph.D., Providence, R. I. 


The quantitative determination of urea nitrogen levels 
in blood is often technically difficult and time-consuming. 
In many instances, such as night emergency work, office 
practice, and preoperative screening, it would be suf- 
ficient merely to know that the blood urea nitrogen level 
is within normal limits. Abnormal findings would be fol- 
lowed up with more quantitative measurements. A spot 
test using Ehrlich’s aldehyde reagent ' has not proved 
satisfactory in our hands, especially under artificial light. 

The selective precipitation of urea by xanthydrol has 
been applied to the quantitative determination of urea 
nitrogen levels in blood,’ but the methods are too exact- 
ing for routine clinical use. By proper adjustment of 
acidity and xanthydrol concentration, a test has been de- 
vised that accurately detects elevated levels of urea nitro- 
gen in the blood. The test is done directly on plasma or 
serum, uses stable reagents, and requires only five min- 
utes to perform. 

REAGENTS 

Acetic Acid, 50% .—Mix equal volumes of glacial 
acetic acid and water. 

Xanthydrol, 5% .—Dissolve 5 gm. of xanthydrol in 
100 ml. of absolute methyl alcohol. Filter if cloudy, and 
store in a tightly stoppered brown bottle in a cool place. 

If the xanthydrol is quite yellow or contains appreci- 
able insoluble material, it should be purified as follows: 
Dissolve 10 gm. of the powder in 100 ml. of absolute 
methyl alcohol and filter. Add, with stirring, 100 ml. of 
water to precipitate the xanthydrol; filter by suction; 
wash with 50% methyl alcohol; and dry at room temper- 
ature. 

METHOD 

Pipet into a large test tube: 

0.2 ml. of plasma or serum 
4.0 ml. of 50% acetic acid 
0.4 ml. of. 5% xanthydrol 


Mix at once. Note time and observe degree of turbidity 
exactly 5 minutes after mixing. Interpret as follows: 


Solution clear: Urea nitrogen less than 20 mg. per 100 cc. 

Slight turbidity: Urea nitrogen between 20 and 30 mg. per 
100 cc. 

Solution very cloudy with milk-white appearance: Urea 
nitrogen over 30 mg. per 100 cc. 


Do a quantitative determination of urea nitrogen on all 
specimens showing uremia. 


From the Institute of Pathology, Rhode Island Hospital. 

1. Patterson, J.: Chemical Spot Test in Diagnosis of Uraemia, Lancet 
1: 1061, 1934. 

2. (a) Beattie, F.: A Micromethod for the Colorimetric Determination 
of Urea in Blood, Biochem. J. 22: 711-712, 1928. (b) Lee, M. H., and 
Widdowson, E. M.: The Microdetermination of Urea in Blood and Other 
Fluids, ibid. 31: 2035-2045, 1937. (c) Engel, M. G., and Engel, F. L.: The 
Colorimetric Microdetermination of Urea Nitrogen by the Xanthydrol 
Method, J. Biol. Chem, 167: 535-541, 1947. 
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COMMENT 


The figure illustrates typical degrees of turbidity ob- 
served for normal, intermediate, and high values of blood 
urea nitrogen. In a series of 52 specimens with whole 
blood urea nitrogen levels below 20 mg. per 100 cc. as 
determined by the Van Slyke-Cullen aeration method,* 
none gave a uremic reaction. In a series of 33 specimens 
with elevated urea nitrogen levels ranging from 30 to 
138 mg. per 100 cc., all gave uremic reaction. With 
values over 60 mg. per 100 cc., cloudiness occurred with- 
in one minute after mixing. Twenty specimens with urea 
nitrogen levels ranging from 21 to 29 mg. per 100 cc. 
gave varying degrees of turbidity, with a level of about 
25 mg. per 100 cc. marking the transition from clear to 
slightly cloudy. 

Whole blood is not satisfactory for the test, since the 
color obscures the turbidity, but considerable hemolysis 
will not interfere. It is sufficient to draw off plasma or 
serum after the cells have settled or the clot retracted if 
a centrifuge is not available. The urea nitrogen level in 
whole blood does not differ significantly from that of the 
supernatant plasma or serum. 


Ai 2:25: 24 SO. 63-138 





Degrees of turbidity obtained with varying concentrations of blood urea 
nitrogen. The figure above each tube indicates the urea nitrogen level 
of the specimen in milligrams per 100 cc. 


The time of reading is critical. Since the rapidity and 
amount of flocculation depend on the concentration of 
urea in the specimen, it is possible with experience to 
estimate roughly the degree of uremia. All specimens 
eventually form some precipitate. Aqueous solutions of 
urea, in the absence of plasma protein, show flocculation 
rather than turbidity, but the sensitivity is about the same. 
Interfering substances are unlikely to be present in 
blood.*° No turbidity was obtained with solutions of 
sulfadiazine (50 mg. per 100 cc.) or sodium 5,5’-diethyl 
barbiturate (SOO mg. per 100 cc.) substituted for plasma. 

Xanthydrol solutions prepared and stored at room 
temperature for three months gave the same results as 
a freshly prepared solution. It is advisable, however, to 
check the xanthydrol occasionally against “known” spec- 
imens with low, intermediate, and high values of urea 
nitrogen. 

SUMMARY 

A rapid, simple, and reliable test for the detection of 
uremia consists of mixing plasma or serums with appro- 
priate concentrations of acetic acid and xanthydrol. The 
degree of turbidity is observed after five minutes. 


593 Eddy St. (2). 


3. Van Slyke, D. D., and Cullen, G. E.: The Determination of Urea 
by the Urease Method, J. Biol. Chem. 24: 117-122, 1916. 
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lication of the following report. 


R. T. Stormont, M.D., Secretary. 


OVERTREATMENT DERMATITIS 
L. Edward Gaul, M.D., Evansville, Ind. 


In 1953 the late C. Guy Lane determined from a group of 
dermatologists how many new cases of overtreatment derma- 
titis they encountered in one month. The average number re- 
ported was 12. This approximates about 140 cases per year, 
which, when multiplied by the number of practicing dermatolo- 
gists, led Lane to conclude that at least 150,000 cases occurred 
annually. In further support of the frequent occurrence of over- 
treatment dermatitis, Pinkus found that 50% of his patients had 
been overtreated. In my own practice an average of 20 proved 
cases a month are observed, with contact dermatitis overtreated 
in at least 35% and often 50% of the patients seen. Pillsbury 
believed that a figure of one million cases annually would be 
quite conservative. Morris averred that overtreatment accounted 
for the second largest number of occupational skin diseases that 
are encountered in his office. If all physicians observed only 
10 cases a year, the total incidence would be much higher than 
Pillsbury’s estimate. If the preparations used in every dermato- 
logical case were carefully catalogued, and if past-treatment 
patch tests were done, an appalling incidence would be found. 
These fragmentary statistics place overtreatment dermatitis in 
the top bracket of common skin diseases in the country. 


THERAPEUTIC PREPARATIONS CAUSING 
OVERTREATMENT DERMATITIS 

Organomercurials.—Organomercurials are utilized for pre- 
operative preparation of the skin. The incidence of irritation has 
remained low enough to prevent limitation of their use in this 
field. No doubt, some cases of wound disruption, wound infec- 
tion, stitch abscesses, and delayed healing are unrecognized 
organomercurial dermatitis. The signs of the latter are indis- 
tinguishable from alleged secondary infections. The continued 
popularity of the organomercurials is explainable on the basis 
that for the most part they are applied to essentially normal 
skin. Cutaneous chemicals outside the protective barriers of the 
skin (the pH, lipid coating, horny mantle) are pharmacologically 
in a different category than when they contact living skin. A 
normal skin, its protective barriers intact, can withstand re- 
peated applications with mercurial antiseptics before it succumbs 
to sensitization dermatitis. To illustrate the importance of these 
barriers, patch tests with three to six different mercurial anti- 
septics were made postoperatively in 82 cases. The patients had 
been exposed to thimerosal (Merthiolate) at least once and some 
of them two or three times. They never had had any skin trouble, 
and the surgical incisions had healed promptly. Not a single 
positive reaction to a patch test was recorded. A conclusion 
that will find few dissenters is that organomercurials applied 
to normal skin are unlikely to induce dermatitis venenata. This 
conclusion, of course, implies that the skin has not been previ- 
ously sensitized to them. 

The basic action of organomercurials on injured skin was 
obtained by a review of current reports of 20 cases by 11 differ- 
ent observers.! Their findings were confirmed by personal studies 
in over 100 cases. The application of these antiseptics during 
or after disruption of the cutaneous protective barriers was a 
basic requisite for induction of acquired sensitization. Age, sex, 





1. Gaul, L. E., amd Underwood, G. B.: Dermatitis Venenata from 
Organomercurial Compounds, J. A.M. A. 140: 860 (July 9) 1949. 
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or color was not important. My series of cases showed a pro- 
portionate incidence among Negroes. No personal or familial 
predisposition was encountered. Thimerosal was used most fre- 
quently; thus it produced the greatest incidence of dermatitis. 
The kind and degree of trauma were relatively unimportant. 
The types of cutaneous injury most commonly encountered were 
trauma caused by physical, mechanical, and chemical agents 
(dermatitis venenata from any cause) and infections. A specific 
infection, like chickenpox, disrupts the skin barriers, and the 
likelihood of a superimposed dermatitis from application of a 
mercurial is as great as from application of such an antiseptic 
to an incised wound. The areas of skin most subject to trivial 
trauma and contact dermatitis—face, neck, hands, forearms, 
feet, and legs—are the commonest sites for primary sensitiza- 
tion dermatitis from mercurial antiseptics. 

In a study published in 1946,2 400 patients with dermatitis 
of the feet were given past-treatment patch tests with the 
remedies they had used. In this series 40% (160 patients) had 
positive reactions to one or more of the remedies used. Thimero- 
sal was the therapeutic sensitizer in 56 cases (35%). In a study 
of the treatment of the plant venenatas,? 113 of 202 patients 
in the series had used a mercurial. Past-treatment patch tests 
disclosed the following distribution of reactions: ammoniated 
mercury, 15 cases; thimerosal, 67; mercocresols (Mercresin), 10; 
nitromersol (Metaphen), 6; merbromin (Mercurochrome), 2; 
orthochloromercurphenol, 4; potassium mercuric iodide, 3; and 
phenylmercuric nitrate, 6. 

The literature contains several reports indicating that the 
organomercurials are the causative agents in as many as 30% 
of patients with overtreatment dermatitis. 


Sulfonamides.—With the exception of some of their alkaline 
salts, sulfonamide compounds, even in concentrations of 50%, 
are not primary irritants on normal skin; however, they have no 
place in the treatment of the various types of uncomplicated 
eczematous dermatoses. The eruption from the local applica- 
tion of sulfonamide drugs appears first at the site of application 
and often simulates the cutaneous disease for which it is being 
used. When impetigo is treated, the number of follicular-pustu- 
lar lesions may increase; when a tinea cruris is treated, the 
number of papules and vesicles with diffuse redness may in- 
crease; painful granulations may appear in an ulcerated lesion. 
Sometimes edema and erythema develop on the face. This 
usually is the forerunner of an extension of the eruption to the 
trunk and the development of a generalized dermatitis. 

The sulfonamides have no effect on the superficial forms of 
fungus infections. Shortly after the first enthusiastic reports on 
the dermatological usefulness of topical sulfonamides appeared, 
the incidence of overtreatment increased greatly. In August, 
1945, the Council on Pharmacy and Chemistry published a warn- 
ing on dangers from the external use of sulfonamides.* The 
report stated that most cases of overtreatment dermatitis do 
not result from medication prescribed by physicians; usually the 
patient has purchased and applied a sulfonamide cream prepa- 
ration for a skin disorder. Certainly the counter sale of any 
sulfonamide preparation seems unjustified because of the evi- 
dence concerning danger from promiscuous use. The induction 
of sulfonamide sensitization by topical application became so 
serious by December, 1945, that a resolution by Lane, Fox, 
and Sulzberger was published condemning use of such prepara- 
tions in disease in which less harmful remedies are equally 
efficacious.5 In 1947, topical sulfonamides were omitted from 
New and Nonofficial Remedies because their therapeutic value 
was outweighed by the high incidence of sensitivity reactions. 

During the late 1940's, almost every collection of skin reme- 
dies brought in by patients contained one or several topical 
sulfonamides. Although these preparations are not found as 
often now, they are still being used by the public with disastrous 
results. 


Local Anesthetics —During the past six years, several hun- 
dred patients have been patch-tested with local anesthetic com- 
pounds in dermatological remedies. No evidence of primary 
irritancy to normal skin was found. 

The most conspicuous pharmacological property of local 
anesthetics on diseased or injured skin is their ability to reverse 
their intended effect; instead of relieving itching, they cause 
itching. Sulzberger and Wise ® suggested that the application to 
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a burned area may constitute a situation peculiarly favoring 
sensitization. They cited the following characteristics of sensi- 
tization with local anesthetics: (1) dissemination to distant parts, 
(2) severe pruritus without much dermatitis, and (3) protracted 
course. Lane and Luikart* found that the local reaction of 
one of the local anesthetics may appear only as redness and 
itching. Further application usually results in a gradual ex- 
tension of the inflammation, with swelling, vesiculation, oozing, 
and crusting, and often extreme discomfort. Often other areas 
appear as a result of the increase of the induced hypersensi- 
tivity of the skin, with, perhaps, merging of the patches to form 
a generalized dermatitis. The original condition for which the 
local anesthetic was applied is readily exaggerated, and the con- 
valescence is usually slow and protracted, even with the most 
soothing treatment and careful handling of the patient. Such 
reactions may follow the application of any local anesthetic. 
Rostenberg and Sulzberger ® in 1937 tested only one local anes- 
thetic, butesin picrate; in 211 tests only five reactions of 1+ 
or more were found, an incidence of 2%. In a study of over- 
treatment dermatitis of the feet in 1946, sensitivity to benzo- 
caine was 8%. Six athlete’s foot remedies out of 106 contained 
benzocaine. By 1948 the frequency of sensitivity to local anes- 
thetics began to approach that of the organomercurials. Positive 
past-treatment patch tests in 152 cases disclosed reactions to 
butesin picrate in 2 cases; benzocaine, 24; and dibucaine 
(Nupercaine), 2—an incidence of 18%.* Reflecting this increase 
was the finding that 14 out of 114 proprietary compounds for 
poison ivy dermatitis contained these compounds. In other 
studies the incidence of sensitivity to local anesthetics ranged 
from 10 to 40%. 


A ntihistamines.—Waldriff and his co-workers ® studied sensi- 
tivity to the antihistamines on normal skin in 100 persons. 
Eczematous reactions developed in eight—seven from 5% di- 
phenhydramine hydrochloride and one from 4% methapyriline 
hydrochloride. If the subjects had had no previous therapy with 
antihistamines, this ratio of reactions on normal skin may indi- 
cate some degree of primary irritancy. These investigators de- 
clared that antihistaminic drugs are contraindicated in contact 
dermatitis if there is any degree of vesiculation or undue in- 
flammatory reaction, or when contact dermatitis has a general- 
ized distribution. In their study, the greatest proportion -of 
reactions appeared in patients with a denuded, excoriated, or 
weeping dermatitis. Two patients with generalized atopic derma- 
titis and one with a generalized dermatitis medicamentosa caused 
by one of the sulfonamides had reactions to antihistaminics of 
sufficient severity to warrant hospitalization. 

The reactions from antihistaminics that I have seen all fol- 
lowed a characteristic sequence of events. First, the cutaneous 
epithelial mantle was disrupted. Then, after the incubation period 
for sensitization, symptoms and signs at the site were intensified 
as more of the drug was used. Finally, spreading and/or gen- 
eralized dermatitis resulted. 

Ellis and Bundick 1° appraised the topical use of antihista- 
mines by means of a questionnaire sent to 265 dermatologists. 
Satisfactory replies were received from 200; 94% had employed 
antihistamines topically at one time, 60% still do, and less than 
10% used them often. Their use had been discontinued or re- 
stricted because 38.5% found them ineffective, 22.5% too fre- 
quently observed aggravation of the dermatoses, and 50.5% 
noted the high incidence of contact-type sensitization. 





2. Underwood, G. B.; Gaul, L. E.; Collins, E., and Mosby, M.: Over- 
treatment Dermatitis of the Feet, J. A.M. A. 130: 249 (Feb. 2) 1946. 

3. Underwood, G. B., and Gaul, L. E.: Overtreatment Dermatitis in 
Dermatitis Venenata due to Plants, J. A. M. A. 138: 570 (Oct. 23) 1948. 

4. Dangers from External Use of Sulfonamides, report of the Council 
on Pharmacy and Chemistry, J. A.M. A. 128: 1024 (Aug. 4) 1945. 

5. Resolutions on Use of Sulfonamides, minutes of the annual session 
of the House of Delegates of the A. M.A., J. A.M. A. 129: 1194 (Dec. 
22) 1945. 

6. Sulzberger, M. B., and Wise, F.: Drug Eruptions, Arch. Dermat. & 
Syph. 28: 461 (Oct.) 1933. 

7. Lane, C. G., and Luikart, R.: 
J. A.M. A. 146: 717 (June 23) 1951. 

8. Rostenberg, A., and Sulzberger, M. B.: Some Results of Patch Tests, 
Arch. Dermat. & Syph. 35: 433 (March) 1937. 

9. Waldriff, G. A.; Davis, J., and Lewis, G. M.: Antihistaminic Drugs 
in Dermatologic Therapy, Arch. Dermat. & Syph. 61: 361 (March) 1950. 

10. Ellis, F. A., and Bundick, W. R.: Appraisal of Topical Use of 
Antihistamines, J. A. M. A. 150: 773 (Oct. 25) 1952. 


Dermatitis from Local Anesthetics, 
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In 1953, leading dermatologists were polled by the Council 
on Pharmacy and Chemistry on the following questions: 1. 
In your opinion are the reactions on the skin to the use of oint- 
ments and creams containing antihistaminic drugs few, frequent, 
or many? 2. State the preparation causing the most disturbance 
in your experience, in practice and in the clinic. 3. Do you 
believe the adverse effects from these agents outweigh their 
usefulness? 

The replies were almost unanimous in concluding that (1) 
numerous cases of dermatitis have appeared coincidentally with 
the use of such preparations; (2) although this had not been 
attributed to all of the antihistaminic drugs, they are poten- 
tially capable of producing cutaneous sensitivity; and (3) such 
adverse effects can be considered to outweigh their usefulness 
at the present time. The Council concluded that, although some 
topical antihistamines apparently have been helpful in relieving 
certain types of pruritus, the risk of contact dermatitis so over- 
shadows their possible efficacy for that purpose that further 
evidence is required to establish their usefulness. This decision 
has not decreased their use. A recent press release stated that 
there would be no relief from poison ivy unless antihistamines 
were used. At a recent medical meeting, the wives of physicians 
received free an introductory tube of an antihistamine declared 
to be good for sunburn, bites, poison ivy, and all other skin 
irritations. Window displays invite the public to buy anti- 
histamines to relieve itching. 

Topical Antibiotics—Cohen and Pfaff 11 determined the irri- 
tating qualities of penicillin on normal skin in 524 persons; five 
reactions were obtained (0.95%). They concluded that there is 
normally a low degree of topical sensitivity to penicillin as com- 
pared to sulfonamides. Gottschalk and Weiss 12 concluded from 
patch tests on normal skin in 200 subjects that penicillin was 
not a primary irritant in the concentrations used in their study. 
They produced epidermal sensitization in 4.5% of the persons. 
They concluded that a small percentage can be sensitized by its 
application to the skin over a period of 5 to 10 days. 

In 1944 Pyle and Rattner 1% reported on what they considered 
the first case of sensitization from penicillin. A medical officer 
who prepared and administered penicillin solutions had a con- 
junctivitis and blepharitis after a dermatitis of the left hand and 
distal third of the penis. The eruption disappeared after a change 
of duties. A return to the same duties provoked recurrence with- 
in 24 hours, an indication of previous sensitization. Cohen and 
Pfaff 11 treated 100 patients with dermatoses with penicillin. 
Five patients showed sensitivity, four from the use of the drug 
locally. The fifth, after receiving 120,000 units of penicillin 
intramuscularly, had an acute generalized eruption, with fever 
and toxic symptoms. 

Gottschalk and co-workers 14 treated 48 patients with various 
dermatoses with penicillin ointment. Contact dermatitis de- 
veloped in five patients (10.4%). The dermatitis appeared after 
3 to 15 days of treatment. 

In 1950, the Council voted that penicillin preparations 
marketed as liquids, ointments, and ophthalmic ointments be 
omitted from New and Nonofficial Remedies and that a warn- 
ing be issued concerning sensitivity after topical application. The 
rarity of topical sensitivity from penicillin can be contrasted to 
the prevalence of severe reactions from parenteral use. In 1951, 
at the height of the “shot season,” 6 to 10 cases of urticaria 
were seen weekly; during one week, four physicians were hos- 
pitalized for a urticarial and bullous dermatitis affecting the 
feet, hands, and groin. Four cases of extensive loss of pigment, 
which developed after intensive courses of penicillin therapy, 
are now under observation. 

During 1953, one case of generalized dermatitis from the use 
of oxytetracycline (Terramycin) ointment for athlete’s foot was 
seen, and also one case of a similar reaction after the use of 
chlortetracycline (Aureomycin) ointment for hand eczema. Past- 





11. Cohen, T. M., and Pfaff, R. O.: Penicillin in Dermatologic Therapy, 
Arch. Dermat. & Syph. 51:172 (March) 1945. 

12. Gottschalk, H. R., and Weiss, R. S.: Epidermal Sensitivity to 
Penicillin, Arch. Dermat. & Syph. 53: 365 (April) 1946. 

13. Pyle, H. D., and Rattner, H.: Contact Dermatitis from Penicillin, 
J. A.M. A. 125: 903 (July 29) 1944. 

14. Gottschalk, H. R.; Engman, M. F.; Moore, M., and Weiss, R. S.: 
Penicillin Ointment in Some Infections of the Skin, Arch. Dermat. & Syph. 
53: 226 (March) 1946. 
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treatment patch tests were 4+ to each preparation. Pringle is 
quoted as saying that the incidence of dermatitis resulting from 
local application of penicillin is about 20%, irrespective of 
previous use parenterally, orally, or locally. 


ETIOLOGY 


The most prevalent of all skin disorders—trivial injuries, 
burns, rashes, irritations, plant dermatoses, and insect bites— 
have been left in the hands of lay therapists. The public has 
virtually no knowledge of infection or its prevention, yet persons 
treat their skin with antiseptics, germicides, disinfectants, and 
various home concoctions. Evidence of an infection is not 
needed. Cutaneous symptoms are regarded as an affliction to 
be subdued by treatment. The cause of overtreatment is evident; 
skin disorders are being treated instead of being diagnosed. 
Several decades ago people were swallowing nostrums to re- 
lieve systemic disorders. The delays in diagnosis and needless 
sequelae prompted a reformation in this field of medicine. The 
human skin today is undergoing similar abuse. It, too, needs 
a reformation in diagnosis and treatment. 





Fig. 1—Comparison of primary and secondary sensitization signs after 
past-treatment patch test. Top, primary sensitization signs. The dorsum 
of the right hand was scratched and thimerosal was applied; in a few days 
more thimerosal was used. In about two weeks, edema, erythema, vesicles, 
and pustules appeared. There was some generalized itching but no 
lesions. A, positive reaction to aqueous thimerosal, 0.1%; B, mercuric 
chloride, 1%; C, tincture of thimerosal, 0.1%. Bottom, bullous reactions 
to patch tests with thimerosal after involution of secondary sensitization 
signs. A burn on the leg was painted with thimerosal; 10 days later a 
vesicular eczema developed for which thimerosal was applied. In the next 
three days a_ generalized urticarial and patchy vesicular dermatitis 
developed. This man has been hospitalized on three different occasions 
after use of mercurials on injuries. 


Diagnosis of skin diseases is delayed weeks, months, and 
sometimes years by lay therapists. Proprietary drugs sold over 
the counter are admixed on the skin with drugs obtained by 
physicians’ prescriptions. 

DIAGNOSIS 

The following data are important in establishing a diagnosis 
of overtreatment dermatitis: 1. History of an onset lesion, rash, 
irritation, self-diagnosed infection, fungus infection, or injury. 
2. A complete account of all remedies applied and sequence 
of use. Dates on prescriptions are helpful. 3. The results from 
the use of each remedy. Usually the patient can pick out the 
one that made the onset lesion or injury worse, the remedy 
associated with the spreading of the dermatitis, or the remedy 
used before the dermatitis became generalized. Often the same 
therapeutic chemical is found in the remedies producing local 
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flaring, spreading, and generalizing of the dermatitis. A com- 
mon experience is to find proprietary drugs and prescriptions 
containing the same sensitizing agent. 4. When the acute phases 
of the dermatitis have subsided, past-treatment patch tests are 
valuable; usually, positive reactions confirm the clinical response 
from their application. If negative reactions are obtained, the 
patient should be asked to search further and to discuss the 
subject with relatives and friends who might have borrowed or 
applied the remedy. The overtreatment dermatitis subsides in 
reverse manner to its spread. The initial lesion is usually found 
and is the last to heal. 

Primary Sensitization Signs.—Primary sensitization signs ap- 
pear on the skin at the site of therapy. A requisite for develop- 
ment is for the treatment chemical to become admixed with the 
elements of inflammation in the skin. The kind of inflammation 
is not important. Injuries from physical, thermal, and mechani- 
cal agents are as susceptible as contact dermatitis, as well as 
those dermatoses usually regarded as infections—impetigo, 
pyodermias, and infectious eczematoid dermatitis. Herpetic 
lesions, too, are vulnerable. A common observation is the gradual 
onset of inflammation in an injury—an eczematous reaction— 
after the use of an organomercurial. A better designation would 
be delayed healing. The appearance of vesicles or pustules is 
a cardinal sign of beginning sensitization. Another finding is 
that the injury practically heals and then erupts with drainage. 
Further use of the treatment chemical speeds up the sensitiza- 
tion process. The time needed for the latter to develop is called 
the incubation period. It varies from five days to a month or 
more. 

Dermatoses behave in a similar manner. Signs of sensitiza- 
tion usually develop at the periphery of the lesions, and the 
appearance of vesicles and pustules denotes the altered state of 
reactivity of the skin. Sensitization from topical medicaments 
after the treatment of some trivial eruption, such as pruritus, 
miliaria, superficial burns, insect bites, poison ivy, sunburn, or 
athlete’s foot, is a common occurrence. A frequent mistake is 
to call the reaction an infection such as erysipelas or cellulitis 
or to think that the patient has contacted poison ivy. 

If the slightest spreading of an eczematous reaction has oc- 
curred around the site of sensitization, positive patch tests are 
likely, provided the sensitizing chemical is tested. Usually, posi- 
tive reactions are mild, consisting of pinpoint vesicles with slight 
erythema and edema (fig. 1A). 

Secondary Sensitization Signs.—Secondary signs appear when 
the sensitizing treatment chemical is in continual contact with the 
primary sensitization signs and especially if treatment includes 
the area of spreading. The signs develop in an explosive man- 
ner. They may be urticarial (caused by local anesthetics), scat- 
tered and discrete deep-seated vesicles, so-called ids (sulfona- 
mides, nitrofurazone, and polyethylene glycols), blotchy or 
diffuse erythema (antihistamines, hexachlorophene), or a patch 
of vesicles with coalescence and bullae (organomercurials). The 
appearance of pustules is common. Patch tests should not be 
done in the presence of secondary sensitization signs as severe 
test reactions are common (fig. 1B). Deep vesicles with flaring, 
as well as pustular and bullous responses, appear quickly, usually 
within 12 hours (fig. 2). 

Epidermal and Dermal Sensitization.—Patients sensitized by 
topical chemicals are apt to have unexpected complications after 
receiving the same agent orally or parenterally. Cooke !° cited 
two cases of epidermal and dermal sensitization to mercury. 
Templeton !* reviewed the literature and reported cases caused 
by chloral hydrate, sulfathiazole, arsphenamine, camomile, vari- 
ous foods, and poison oak extracts. Rhus extracts have provided 
bountiful evidence of epidermal and dermal sensitization.® 
Templeton '* described instances of epidermal and dermal re- 
actions from penicillin. Kolodny and Denhoff '* noted that the 
incidence of immediate reactions was much higher (25%) to 
injections of penicillin in patients being treated for dermatoses 
than in nondermatological patients who were infected (6%). I 
have seen vesicular dermatitis develop in six patients who had 
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used pyribenzamine topically after the drug was taken orally. 
Every patient sensitized to topical local anesthetics should be 
warned about reactions from the oral or parenteral use of these 
drugs. An incapacitating dermatitis medicamentosa was seen in 
a patient known to be sens.tive to mercury after the use of a 
mercurial diuretic. An instructive case of epidermal and dermal 
sensitization is shown in figure 3. 

This aspect of cutaneous pharmacology needs critical evalua- 
tion. Adequate warning should prevent unnecessary complica- 
tions. Controlled studies might well indicate the best route of 
administration for a drug and also contraindicate other fields of 
application. Investigators reporting on the topical uses of drugs, 
especially the antibiotics, might wish to know in advance if oral 
or parenteral use would entail too many adverse side-effects 


PREVENTION 


The need for a program of prevention of overtreatment derma- 
titis depends upon its incidence. If only one dermatological 
remedy were provoking trouble, the situation would lack 
urgency. The actual 
frequency is built up 
by the many topical 
chemicals. Consider 
the opportunities for 
therapeutic contact 
from organomercuri- 
als: they are stored in 
many medicine chests 
—17 out of 106 reme- 
dies for athlete’s foot 
examined contained a 
mercurial,2 5 out of 
114 preparations for 
poison ivy contained a 
mercurial,? some eye, 
ear, and pile remedies 
contain them. 

The sulfonamides 
are still being obtained 
for self-medication. 
The local anesthetics 
have been added to a 
wide range of cutane- 
ous drugs and are 
available at counters. Fig 2.—Secondary sensitization signs. This 
The antiseptics appear patient was hospitalized three times after 
to be unpopular unless use of poison ivy and burn remedies con- 
they can also contain taining ethyl eumestenenate and euce after 

: use of a sunburn preventive containing 
ethyl aminobenzoate  p-aminobenzoic acid. A bullous erythro- 
to relieve itching. The dermia appearing within hours characterized 
antihistamines are ‘ree attacks. 
available at the count- 
ers in many different preparations; often they are combined 
with local anesthetics or antibiotics with a mercurial added 
for antisepsis. Penicillin preparations for topical application 
are available alone or in combination with antihistamines 
and local anesthetics. Persons store them indefinitely; they loan 
them to friends; and they feel that they are the answer to all 
skin trouble. The only practical way to free the human skin 
from overtreatment sensitization is by a program of public 
instruction. 





A basic reason for public indulgence in self-diagnosis and 
treatment of skin complaints is that this aspect of preventive 
medicine has had no attention. A big health problem lacks 
sponsors. To help improve the situation, the program in the 
accompanying table has been propcsed. 





15. Cooke, R. A., and others: Allergy in Theory and Practice, Philade! 
phia, W. B. Saunders Co., 1947, p. 243. 

16. Templeton, H. J.: Epidermal and Dermal Sensitization, J. A.M. A 
127: 908 (April 7) 1945. 

17. Templeton, H. J.; Lunsford, C. J., and Allington, H. V Cutaneous 
Reactions to Penicillin, Arch. Dermat. & Syph. 56: 325 (Sept.) 1947 

18. Kolodny, M. H., and Denhoff, E.: Reactions in Penicillin Therapy, 
J. A. M. A, 130:1058 (April 20) 1946. 
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Skin Conditions Requiring Professional Medical Attention 
Skin Injuries * 
Scalp, eye, ear, and anogenital 


Puncture wounds from nails, glass, slivers, steel wool, thorns, briars, 
light bulbs, and similar materials 


Scratches and cuts containing contaminants 

Persistent bleeding, all injuries 

Oozing or bleeding anytime during healing or onset of irritation 
Burns from chemicals such as acids, alkali, and solvents 


Sunburn, if not relieved by application of milk of magnesia or calamine 
lotion without phenol 


Bites, when ticks or spiders are suspected 
Bites, all animal and especially human 


Skin Irritations and Rashes ft 
Itching and burning 
Redness and swelling 
Suspected infection 
Fungus infections; laboratory tests are necessary; no medicine should 
be applied until a diagnosis is made 





* Little cuts, scratches, and burns should be bandaged with sterile gauze. 
An ice cube or cold cloth pressed over them will relieve pain. Soap, house- 
hold cleaning agents, wax, and cosmetics should not be allowed to con- 
taminate them. Bandages should be changed as necessary and the injury 
kept dry until healing takes place, usually five days to a week. Bandaids 
may be used providing they allow aeration and are not medicated. 

t The lay public must be taught to beware of all semiprofessional advice 
and ideas. They must learn to use dermatological preparations as directed 
by their physician and not to use anything else. All remedies should be 
destroyed when a cure is effected, and they should not be given to 
anyone else. 


The degree of success attained by physicians in the treatment 
of skin disorders certainly will be much higher than that achieved 
by lay-therapists. Seeing rashes early will uncover their cause 
with greater frequency than after weeks or months of daubing; 
physicians will have a chance to learn what causes onset skin 
lesions. Knowledge will accrue on why skin symptoms and 
lesions develop. 

The following examples are typical of overtreatment with 
proprietary remedies: 


Treatment of a Trivial Injury.—A white housewife, aged 59, 
was hospitalized for a generalized and indurated dermatitis. 
There was no history of past skin trouble. Three months previ- 





Fig. 3.—Epidermal and dermal sensitization to mercury. A, primary 
sensitization signs, left wrist. Ammoniated mercury, 5%, was used as an 
antiseptic for over two weeks after injury to the left arm. B, secondary 
sensitization signs with an associated generalized, pin-point, vesicular 
reaction. C, generalized urticarial reaction 36 hours after ingestion of 
calomel (mercurous chloride). Constitutional symptoms and signs were 
fever, leukocytosis, 1-+- albumin and sugar in the urine, and transitory 
visual disturbances. 


ously the left fifth finger had been cut on a tin can. The site 
was treated with thimerosal. It also came into contact with 
strong housecleaning chemicals. Thimerosal applications were 
continued. A week later a rash developed around the injured 
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area with some itching, so the finger was soaked in thimerosal. 
After this the rash spread to the back of the left hand, and soon 
the right hand was affected. On advice of an acquaintance, she 
used Germtrol (containing pine oil) full strength to kill the in- 
fection. Immediately, the hands burned and weeping appeared 
When blisters appeared on the wrists, the elbows were painted 
with thimerosal to hold the rash at bay. Forthwith, these areas 
broke out, and the feet 
erupted. The feet, too, 
were soaked in thime- 
rosal, and the knees 
were ringed with thi- 
merosal. A rash ap- 
peared on the face. 
Peterson’s ointment 
(containing phenol, 
camphor, and _ tannic 
acid) was used in the 
morning and Raw- 
leigh’s ointment (con- 
taining 0.001 % phenyl- 
mercuric chloride) in 
the evening. After six 
weeks, a physician was 
consulted. Cyclo- 
methycaine (Surfa- 
caine) cream was rec- 
ommended to stop 
itching, along with 
penicillin injections. 
After a flare-up 10 
days later, the patient 
changed physicians. 
She was finally sent to 
the hospital, where she 
stayed for 18 days. 
Four-plus, past-treat- 





ment patch-test reac- Fig. 4.—Secondary sensitization signs— 
tions were obtained to >ullous dermatitis. 
Germtrol, cyclomethy- 


caine, diphenhydramine (Caladryl), thimerosal, and Peterson’s 
and Rawleigh’s ointments. Within two weeks the patient was 
back with a dermatitis on the face, neck, and hands because she 
had used Ovelmo Germicidal Soap (containing 1% mercuric 
iodide), which was sold to her by a friend to kill germs on the 
skin. 


Treatment of Skin Symptoms.—A white male, aged 24, had 
a slight itching and burning in the right groin. He poured on 
this area a remedy for athlete’s foot that had been in the medi- 
cine cabinet for five years: The preparation was salicylic acid, 
3%, and tincture of merthiolate, 0.1%, but evaporation over a 
five year period probably increased the concentration to over 
30% and 1% respectively. The patient lost consciousness and 
was hospitalized with serious burns on the scrotum, thigh, penis, 
and perineal region. 


Treatment of a Rash.—A white male, aged 45, noticed a few 
itchy red spots on the left forearm while he was wearing a new 
plaid work shirt. Washing with Lifebuoy soap caused the spots 
to itch more. Alcohol was doused on, followed by a baby oil 
containing hexachlorophene. The spots faded but returned 
several weeks later when the patient wore the same shirt. An 
ointment was applied, and in a week or so the spots again dis- 
appeared. The second recurrence was treated with the same 
tube of ointment. This time it burned the area. The next day 
a rash was present and a few lesions were found on the right 
arm. More of the same ointment was applied. The appearance 
of a rash on the face and neck caused the patient to see a phy- 
sician, who prescribed an ointment. Its use immediately irritated 
the dermatitis. Treatment was changed to dimethisoquin (Quo- 
tane) and orally given cortisone. The stay in the hospital was 
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eight days. Past-treatment patch tests were 4+ to tripelennamine 
(Pyribenzamine) cream, dimethisoquin lotion, and the baby oil 
with hexachlorophene. 


Treatment of a Burn.—A white female, aged 35, had had a 
contact dermatitis caused by a nail polish two years before. A 
recent attack was bullous in character and involved the face, 
neck, back, arms, forearms, and hands (fig. 4). While she was 
frying meat, some grease splattered on her forearms. A face 
cream was daubed on. A friend recommended Clearasil (con- 
taining 2% resorcinol) because it was medicated and would 
cover blemishes. At once the burned sites started to swell and 
redden. More Clearasil was applied to the burns and to a few 
pimples on the face, chest, and back to help hide them. The 
burned sites blistered; so did the pimples. Fuller’s earth (a non- 
plastic variety of kaolin containing magnesium), was uscd next. 
The second day, diphenhydramine was applied in the morning 
and benzocaine, 20% (Americaine) in the evening. Past-treat- 
ment patch tests proved Clearasil the offender; it produced 
vesiculation within 12 hours. 


Treatment of Eczema.—A white male, aged 56, had been 
hospitalized in 1949 for a generalized dermatitis caused by the 
use of a remedy containing benzocaine to relieve itching of 
fungus infections on his feet. In 1939 he had fa ated from the 
use of a local anesthetic for removal of a tooth. During the 
fall of 1953 he lost a week of work because of urticaria from 
a penicillin injection for a cold. Recently he complained of itch- 
ing of the right ear canal. A physician recommended ear drops. 
Within hours, a violent pruritus occurred. Shortly afterward a 
weeping dermatitis covered the face, neck, upper torso, and ex- 
tremities, including the hands. He lost a month of work. Four- 
plus, past-treatment patch-test reactions were obtained from 
benzocaine, butyn sulfate, cyclomethycaine and p-aminobenzoic 
acid. This patient could possibly die suddenly from the injection 
of a local anesthetic. 


Treatment of Cancer—A white male, aged 78, was seen for 
a bleeding fungating lesion involving the left ear. A biopsy re- 
vealed an infiltrating basal cell carcinoma. Ten months previ- 
ously this patient had noticed an irritation on the upper helix 
of the ear. He had used 8 or 10 tubes of S. & E. ointment (con- 
taining 5% ethyl aminobenzoate) because the label declared it 
was indicated for minor irritations. 


Treatment of Seasonal Dermatitis—A white farmer, aged 58, 
had an itching rash on the lateral surfaces of both legs for many 
winters. Sulfathiazole ointment and another preparation were 
advised by a woman who worked at a soda fountain. A few days 
later, she advised Rexall salve (containing phenol). 

These treatments made the itching worse. When a rash 
appeared on the thighs, Calgesic (containing 8% ethyl amino- 
benzoate) was used to try to keep it checked. The patient and 
his adviser thought it might be a bad case of mange. The patient 
applied to his legs and thighs 33.2% benzene hexachloride that 
was used to kill the mange in hogs but would blind them if it 
got in their eyes. Soon these areas dripped a yellowish serum. 
When the dermatitis spread to the face, neck, and upper ex- 
tremities, the patient called his physician. The drug prescribed 
aggravated the symptoms. Past-treatment patch tests with Cal- 
gesic, an unknown prescription, and 1% benzene hexachloride 
produced a vesicular, patchy dermatitis. 


Treatment of an Insect Bite—A white female, aged 32, noticed 
a small red spot on the back of her left hand. To keep it from 
becoming infected she painted the back of her hand with tincture 
of iodine. This made the skin burn and itch. The juice from 
the hull of a green walnut was rubbed into the red area. The 
next day the spot was redder, so the area was thoroughly painted 
with thimerosal. The symptoms and signs heightened in severity, 
so the patient applied diphenhydramine. The following day crusts 
were noted, and spreading of the redness caused alarm. Ammoni- 
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ated mercury was obtained and applied. When a dermatitis began 
to appear on the forearm the patient thought it was time to see 
a physician. Past-treatment patch tests were strongly positive to 
diphenhydramine and ammoniated mercury. 


Treatment of “Athlete’s Foot.”—A white female, aged 56, 
had noticed for several months an intermittent itching and red- 
ness of the knees. She thoughtashe had the “inflammations” of 
the skin and purchased an analgesic balm. This was rubbed into 
the red areas for two weeks. As edema developed, and as the 
erythema brightened, she rubbed harder and put more on. 
Finally, when blisters developed on the thighs, she gave her 
physician a telephone description and diagnosis of the trouble. 
She said it was not necessary to see him. All she wanted was 
something for the nerves and something to heal the skin. A 
month later she called again; the nerves and skin were worse. 
The knees were crusted and oozing. Over the legs and thighs 
were pustules, many of which showed the effects of trauma. 
The hands and forearms displayed a blotchy, vesicular derma- 
titis. The dorsa of the feet showed a pattern-dermatitis corre- 
sponding to the lattice outline of a shoe. Positive patch tests 
were obtained to the shoe linings, two blue dresses, green linings 
from two winter coats, one proprietary drug, and one prescribed 
drug. Mycologic studies revealed no fungi by slide or culture. 

Much time was spent with this patient explaining the nega- 
tive mycologic tests and the meaning of the positive patch tests. 
When told that the dermatitis on the dorsa of the feet was not 
due to fungi she said, “Anybody knows that a rash on the feet 
is always athlete’s foot, and everybody knows that bad nerves 
cause lots of skin trouble. My nerves are in a terrible shape.” 
While the struggle was going on to free her skin of irritants and 
sensitizers, hot spring weather arrived. Coats and wool dresses 
were not needed, and the patient wore sonte new white sandals. 
To her amazement, the skin improved at once; actually, the 
weather rescued her. 


SUMMARY 
The commonest and most frequently overtreated of derma- 
toses seen in practice is contact dermatitis. Contact dermatitis 
is a symptomatic diagnosis; it is solved by searching out the 
cause. Current dermatological proprietary drugs have induced 
so much overtreatment that they should be contraindicated in 
contact dermatitis. Cutaneous infections are the second com- 
monest dermatoses overtreated. These diseases for the most part 
receive only a clinical diagnosis, and on this basis they have 
been treated topically with the mercurials, sulfonamides, and 
antibiotics. The complications produced seem to support more 
critical investigations of specific and nonspecific pathogens in 
these diseases. The art of medicine—time for diagnosis, time 
for development of immunity, time for repair and healing proc- 
esses to proceed uninterruptedly—has been temporarily lost in 
the broad spectrum of the wonder drugs. Rushing of therapy has 
produced the specter of overtreatment dermatitis and dermatitis 
medicamentosa. The art of medicine needs to regain its position 
in the spectrum of drugs. 





Arrhythmia Due to Digitalis —Cardiac arrhythmia during digi- 
talis intoxication is potentially serious. In many cases the rhythm 
will spontaneously revert to normal after withdrawal of digi- 
talis. In some patients, however, the arrhythmia may persist, 
especially in those in whom the more slowly excreted prepara- 
tions such as digitalis leaf or digitoxin have been used. This 
causes an increased strain on an already diseased heart, par- 
ticularly if ventricular tachycardia develops. Active measures 
must be taken to obtain a normal sinus rhythm if myocardial 
exhaustion, increased congestive failure, and even death are to 
be prevented. Administration of potassium salts has been re- 
ported to be effective in the rapid reestablishment of normal 
sinus rhythm in cases of arrhythmia due to digitalis intoxica- 
tion. It apparently was a lifesaving factor in a patient treated 
at... [Walter Reed Army Hospital]|.—Major N. M. Scott Jr. 
and Capt. M. Moser, Potassium in the Treatment of Cardiac 
Arrhythmias Due to Digitalis Intoxication, United States Armed 
Forces Medical Journal, April, 1954. 
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POLIOMYELITIS VACCINE FOR 1955 


Elsewhere in THE JOURNAL (page 754) is a summary 
of a meeting that was intended only to permit discussion 
of the distribution and use of the Salk vaccine for anterior 
poliomyelitis in 1955. If the trivalent poliomyelitis vac- 
cine (Salk) field tested in 1954 is licensed for use in 1955, 
there will be reason for physicians to be informed of the 
application of this new measure against paralytic polio- 
myelitis. The immediate availability of a substantial sup- 
ply, once the vaccine is licensed, has been assured by the 
National Foundation for Infantile Paralysis, which has 
contracted to purchase enough for 9 million persons. 

The time available for a large-scale vaccination pro- 
gram before the 1955 poliomyelitis season will be limited. 
Planning for such a program is of critical importance, and 
those who look with hope to the vaccine believe plans 
must be made now on the assumption that the Salk vac- 
cine is effective in preventing paralytic poliomyelitis to a 
degree sufficient to warrant licensing. Whether the vac- 
cine is effective and to what degree cannot be known, 
however, until the evaluation report on the 1954 vaccine 
field trial is completed and issued by the Poliomyelitis 
Vaccine Evaluation Center at the University of Michigan 
under the direction of Dr. Thomas Francis Jr. This re- 
port, now expected sometime in April, will provide the 
substantiating clinical and epidemiological evidence upon 
which the National Institutes of Health will determine 
whether to license the vaccine. At this time the American 
Medical Association cannot issue a statement on the 
efficiency, or lack of it, of the vaccine. 

A meeting of representatives of the American Medical 
Association, the American Academy of Pediatrics, the 
Association of State and Territorial Health Officers, the 
American Public Health Association, the U. S. Depart- 
ment of Health, Education, and Welfare, and the National 
Foundation for Infantile Paralysis was held in New York 
City on Jan. 10, 1955, to consider nationwide admin- 
istrative policies for the 1955 poliomyelitis vaccine pro- 
gram. The vaccine being purchased by the National Foun- 
dation will be supplied without cost to state health de- 
partments. According to the proposed program state 
health officers will be responsible for planning the admin- 
istration of this vaccine to children in the first and second 
grades of public, parochial, and private schools in the 
continental United States, Alaska, and Hawaii, and to 
children in the 1954 field trial groups who did not receive 
vaccine last year; however, the amount of vaccine avail- 
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able in 1955 will not be limited to that supplied by the 
National Foundation. Pharmaceutical manufacturers are 
expected to have available for sale, through normal com- 
mercial channels, an amount of vaccine equal to or greater 
than that purchased by the National Foundation. 

Approximately 20,000 physicians in the United States 
voluntarily cooperated with the National Foundation and 
public health and school authorities in giving injections of 
vaccine to 440,000 school children (and a placebo sub- 
stance to an additional 210,000 children) during the 
1954 field trial. This experiment was conducted in 215 
test areas in 44 states. The number of injections to be 
given with the National Foundation supply will be nearly 
20 times greater than last year. However, the elaborate 
record-keeping system essential to the 1954 investigation 
will not be required in the 1955 program. Once the nation- 
wide poliomyelitis vaccination program is completed, the 
National Foundation has announced it will be “out of the 
vaccine business.” It will no longer participate in the pro- 
duction, distribution, or administration of vaccine. 

Licensed vaccine for use in 1955 will be administered 
on the same dosage schedule as in 1954, namely, 1 cc. of 
vaccine in each of three doses, given intramuscularly, the 
second inoculation one week after the first and the third 
inoculation four weeks after the second. 


REPORT OF THE SURVEY OF POST- 
GRADUATE MEDICAL EDUCATION 


The special article “The Scope and Extent of Post- 
graduate Medical Education in the United States,” which 
appears in this issue of THE JOURNAL, is the first of a 
series of eight articles that together will constitute the 
report of the Survey of Postgraduate Medical Education. 
This study has been made by the Council on Medical Edu- 
cation and Hospitals during the past two and a half years 
in response to the rapidly growing interest in postgraduate 
medical education during recent years. 

During the immediate post World War II years post- 
graduate courses multiplied rapidly and large numbers 
of physicians attended them. There has been a wide 
diversity of types of institutions and organizations offer- 
ing courses. Obviously there has been marked variation 
in the content and quality as well as in the effectiveness 
of the programs developed. In the course of the survey 
most of the institutions and organizations offering post- 
graduate medical education were visited and their in- 
dividual offerings and organization carefully analyzed. 
Part of the survey involved a questionnaire analysis on 
postgraduate medical education from a large random 
sample of physicians in active practice. The purpose of 
the questionnaire was to obtain information about actual 
participation of physicians in postgraduate medical edu- 
cation and to estimate the needs in this field. 

The first of these special articles is devoted to orienting 
the reader to the role of postgraduate education among 
the various other activities, such as reading, professional 
contacts, and hospital staff and medical society meetings, 
through which physicians continue their education. It 
also includes material on the quantity and distribution 
of postgraduate courses as well as data concerning their 
utilization. Subsequent articles will deal with the physi- 
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cian as a lifelong student, the objectives, content, meth- 
ods, time and place arrangements, sponsors, administra- 
tion, and financing of postgraduate medical education. 

The findings of the survey highlight and define some 
of the basic problems in the field of postgraduate medical 
education and suggest possible solutions to some of them. 
The study reveals considerable confusion in the over-all 
efforts in this field. Rapid advances in knowledge today 
require continuing education in all dynamic professional 
areas and imply the constantly increasing need for well- 
conceived and effective means whereby such professional 
education may be pursued. Postgraduate medical educa- 
tion may well be on the threshold of developments as 
significant as those that have already occurred in under- 
graduate and graduate areas. It is to be hoped that the 
report of the Survey of Postgraduate Medical Education 
as presented in this series of special articles will furnish 
background data and suggestions of value to physicians 
and others concerned with education in this field. 


SYPHILIS 


A generation ago syphilis was so much a part of the 
study of medicine that William Osler said, “Know syphilis 
and the whole of medicine is opened unto you.” * Less 
than 20 years ago the editor of the American Journal 
of Syphilis wrote,? “Two facts make syphilis the greatest 
of present-day major public health problems in this and 
most other countries. First is its amazing prevalence. In 
the United States about 10% of the entire population is 
infected and each year a million new cases come under 
medical care for the first time. The second is its appalling 
tendency to produce chronic invalidism or death in about 
one-fourth of those infected.” 

Today this picture is changed. The Chief Editor of the 
A. M.A. Archives of Dermatology and Syphilology has 
announced that the word syphilology has been dropped 
from the title of the Archives because few dermatologists 
now have patients with syphilis and the papers on syphilis 
that are now submitted to the Archives are few and far 
between. “In fact,” he said, “there are decidedly fewer 
patients with syphilis.” * The editor of the American 
Journal of Syphilis announced in the November, 1954, 
issue the discontinuance of that journal partly because 
of diminished clinical interest of physicians and students. 
Investigators, he said, were no longer submitting worth- 
while manuscripts in sufficient number to fill its pages. 

Preceding by about 50 years these significant editorial 
events were a series of scientific discoveries that fore- 
shadowed them. In 1903 Metchnikoff and Roux * trans- 
mitted the infection to apes for the first time, a brilliant 
experiment that formed the basis of the chemical pro- 
phylaxis of syphilis so widely used in the armies and 
navies of the world. In 1905 Schaudinn, assisted by 
Hoffmann, demonstrated that Treponema pallidum was 
the cause of syphilis, a discovery that provided an op- 
portunity for immediate recognition of the disease on the 
very day of its obvious appearance. In 1907 Von Wasser- 
mann, Neisser, and Bruck announced the discovery of 
the Wassermann test, another almost universally used 
means for the diagnosis of syphilis. These great discov- 
eries, all occurring in a period of only a few years, culmi- 
nated in Ehrlich’s discovery of arsphenamine, with which 
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the infectiousness of syphilis could be rapidly controlled. 
Then during World War II came the discovery of peni- 
cillin, which has made the treatment of syphilis compara- 
tively simple. With this new armamentarium, vigorous 
campaigns have been conducted by physicians, public 
health authorities, and others to locate and treat infected 
individuals. The combined effect has been a decline in 
the incidence of syphilis. 

Lest it is believed that the battle of the centuries is 
over, it is well to keep in mind, as Dr. Joseph E. Moore 
said in announcing the discontinuance of the American 
Journal of Syphilis, that the really basic problems re- 
lated to syphilis are still unsolved and that syphilis is 
still far from complete eradication. The danger still exists, 
he said, that with a new episode of population instability, 
as occurs with every war, a new epidemic might arise.‘ 


TREATMENT OF MENINGITIS 


In a day when scientific advances make the practice 
of medicine more and more complex it is refreshing to 
find an author who has been able to simplify treatment 
to the advantage of all concerned. Hoyne* notes that in 
patients suspected of having some form of meningitis 
lumbar puncture has been used as an aid to diagnosis 
and, after the diagnosis is established, to relieve intra- 
cranial pressure, to inject one or another remedy, and to 
check on the progress of the disease. No one will deny 
the necessity of the diagnostic puncture. Even this is not 
needed, however, if the patient has petechiae and a smear 
from one of them reveals gram-negative organisms. If 
the spinal fluid is purulent a single puncture is all that is 
needed. If the patient has tuberculous meningitis addi- 
tional punctures may be required. 

Hoyne is not convinced of the necessity to relieve 
intracranial pressure, to give antibacterial medication 
intrathecally, or to confirm apparent clinical improve- 
ment by periodic examination of the spinal fluid. The 
fact that he has successfully treated thousands of menin- 
gitic patients without using spinal punctures for these 
purposes supports his contention. According to Hoyne, 
once the diagnosis is made most patients can be cured 
with appropriate chemotherapeutic or antibiotic agents 
if treatment is started early in the course of the disease 
He believes the initial dose should be given intravenously 
and later doses may be given intramuscularly or by 
mouth, The therapeutic agent does not have to be intro- 
duced in close contact to the infected tissues in order 
to reach them in effective amounts, and spinal puncture, 
although a relatively safe procedure, is occasionally at- 
tended by unpleasant sequelae or even serious complica- 
tions. Keeping such punctures to a minimum saves the 
physician’s time and is a distinct service to the patient. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


American medicine, for more than a century, has been 
concerned with the problems of medical education, with 
raising its standards, extending its benefits, and making it 
more widely available. More recently we have been dis- 
turbed by the threat of federal influence entering the field 
of medical education. As the horizon of medicine has ex- 
tended, medical education has become more expensive, 
both for the schools that produce it and for the individual 
who receives it. At the same time, in an inflated economy, 
the value of the endowment dollar has fallen. Many 
schools have found themselves in urgent need of addi- 
tional financial support. A series of proposals has been 
made in the Congress to extend federal aid in meeting 
the operating cost of our medical schools. I believe we 
are justified in the fear that some degree of federal con- 
trol or interference would follow the federal dollar. One 
of the most priceless possessions of any organized society 
is an educational system completely inde- 


present knowledge and by further research in these fields 
can such dangers be met. 

Our total medical pool is also tapped by another group. 
The past decade has seen the growth of numerous organ- 
izations and foundations devoted to important but limited 
areas of medicine. These are the volunteer organizations 
that solicit and collect large sums of money from the pub- 
lic that are used not for the broad general purposes of 
medicine but in combating some particular disease. Since 
the very integrity of their purpose demands a consider- 
able number of highly trained medical personnel, they 
have a real responsibility for aiding in the production of 
the needed supply. These organizations can properly be 
expected to contribute liberally to medical education and 
to basic research in order that the pool on which they 
draw may be constantly replenished. 

The primary responsibility for support of medical edu- 

cation, however, rests upon ourselves, the 





pendent of ideological or political control. 
It should function in such a way that the 
minds of men are not imprisoned but are 
allowed to seek the truth and to teach it to 
others. 

A sound educational system not only is 
one of our most cherished possessions but 
is also one of our strongest defensive forces. 
Our general educational institutions have 
afforded broad opportunities in all areas 
of human knowledge and have drawn into 
their orbit boys and girls from every stratum 
of society. This has resulted in a vast in- 
crease in our technological resources, has 
steadily elevated our standards of living, 
and has added greatly to our material welfare. It has 
strengthened our economy and has given us a capability 
of defending our country against aggression out of pro- 
portion to our actual population. This is particularly true 
in the field of medicine. 

The American Medical Association, through its Medi- 
cal Education Foundation, is attempting to meet the 
financial needs of the medical schools in different areas 
of our country. The number of physicians contributing 
and the total amount contributed to the foundation is in- 
creasing each year, but we have by no means yet reached 
our goal. I am persuaded that the only positive and per- 
manent way of avoiding the peril of federal interference 
in the teaching of medicine is to provide from private 
sources the funds so greatly needed by many of our medi- 
cal schools. 

The role of industry in supporting medical education 
should be an active one. Industry is now leaning more 
and more heavily on medicine and its ancillary groups for 
aid in solving its health problems. This is true not only in 
providing care of the worker and his family but in re- 
search and prevention. New processes in industry create 
new hazards, both for the worker and for the area popu- 
lation where plants are located, due to air and water pol- 
lution and other factors. Only by full application of our 








physicians of this country. We are the re- 
cipients of past benefactions. We have 
profited from the accumulated medical 
knowledge of the past and, in receiving it, 
have paid a relatively small part of the 
cost. We are the present custodians of this 
knowledge. Our first concern should be to 
enrich it with our own experience and pass 
it to our successors, untarnished and un- 
corrupted, While the amount contributed 
by our profession through the American 
Medical Education Foundation, or directly 
to particular schools, is substantial, it is 
still totally inadequate—in both number 
and amount of contributions. If we do not 
meet our moral obligation to medical education, we can- 
not justly and forcefully press the special foundation and 
industry to contribute in proportion to the benefits they 
receive from the general medical pool. 

It would not be an unreasonable expectation for 100,- 
000 physicians to each contribute $100 a year for 10 
years in support of medical education. This, joined to the 
amounts that should be contributed by the special medi- 
cal foundation and by industry, would free our medical 
schools from their present necessities and permit greatly 
expanded programs in research and teaching. 

It seems evident that, unless adequate funds are forth- 
coming from private sources for adequate support of med- 
ical teaching, the pressure for federal funds will become 
more difficult to resist, however objectionable this may 
be. The security of our country lies not alone in our pres- 
ent equipment and the strength of our total manpower 
but more particularly in our technological resources and 
our spiritual concepts. Medicine has an important part 
to play in maintaining and strengthening both of these 
bulwarks of our democracy. The physicians of America 
have the responsibility for seeing that medicine does not 
fail in accomplishing this task. 





WALTER B. MartTIN, M.D., Norfolk, Va. 
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CONGRESS ON INDUSTRIAL HEALTH 

















Speakers at the opening general session of the 15th 
annual Congress on Industrial Health. From left to 
right, Maxwell C. Weaver, Cincinnati, president of the 
Randall Company and representative to the meeting 
for the National Association of Manufacturers; A. J. 
Hayes, Washington, D. C., president of the Inter- 
national Association of Machinists; Dr. Walter B. 
Martin, Norfolk, Va., A. M. A. President; Dr. Stafford 
L. Warren, Los Angeles, dean of the school of medi- 
cine, University of California Medical Center; Dr. 
Leonard A. Scheele, Washington, D. C., Surgeon 
General, U. S. Public Health Service; and Dr. William 
P, Shepard, New York, Chairman of the A. M. A. 
Council on Industrial Health. 



















Oe de ae 
Dr. Harold A. Vonachen, Peoria, Il., medical director 
of Caterpillar Tractor Company, receives the 1954 
Physician’s Award of the President’s Committee on 
Employment of the Physically Handicapped. The 
award was presented by Major Gen. Melvin J. Maas, 
USMCR (Ret.), chairman of the committee, at the 
annual dinner of the Congress on Industrial Health. 





Dr. A. Wilbur Duryee, 
New York, president, 
American Academy of 
Compensation Medi- 
speaking before 
session on work- 
men’s compensation at 
the Congress on In- 
dustrial Health. 


cine, 


The opening session, 
with Dr. William P. 
Shepard, Chairman of 
the A. M. A. Council 
on Industrial Health, 
presiding. A record at- 
tendance of more than 
465 persons was set at 
the congress. 
























Labor, management, government, and medicine were well rep- 
resented at the 15th annual Congress on Industrial Health just 
completed in Washington, D. C. The general theme was medi- 
cine in an industrial society, with particular attention to the 
generation of new demands on professional groups involving 
a wide range of difficult technical and social problems. Hope 
was expressed that relations can be improved between these 
interests and on a realistic basis that will permit agreement on 
many worthy common objectives. 


Industrial health was described as a major factor in com- 
munity health, and it was stated that industrial health needs 
better integration into the total community health picture. The 
present status of the working population was appraised, and 
representatives of industrial medicine, nursing, hygiene, and 
official health agencies presented blueprints of essentials for 
better performance. The industrial medical profession holds 
many clues to important aspects of medical economics, espe- 
cially in the realm of negotiated medical and health care plans 
as between management and labor. Furthermore, medical rela- 
tions in workmen’s compensation point clearly to preventive 
medicine as an important partial solution to current experiences 
in insured health services. The point, of course, is that this 
presages an even greater demand by industry for physicians with 
the preventive point of view. 


The division of biology and medicine of the Atomic Energy 
Commission took this occasion to outline clearly and in detail 





the impact of the atomic energy industry on community health 
during the period of transfer from government monopoly to 
private operation. The past record of the AEC strongly sug- 
gested that, great as the potential risk may be, it can be accom- 
plished with safety and with few if any dislocations in industrial 
development. Disaster was regarded as exceedingly remote. 
Another working group defined the challenge of occupational 
disability. Representatives of law, government, professions, labor, 
and management exchanged views on the essential components 
of a modern workmen’s compensation-rehabilitation program. 

Two awards were made during the sessions. A citation was 
presented to the occupational health program of the Public 
Health Service and the medical directors thereof for a long rec- 
ord of distinguished contributions to industrial health. Dr. 
Harold Vonachen of Peoria, IIl., was chosen to receive the annual 
Physician’s Award signed by President Eisenhower for outstand- 
ing services to the employment of America’s handicapped. 


TWO NEW BOOKLETS ON TELEVISION 

The Bureau of Health Education at A. M. A. headquarters 
has just issued two new and well-illustrated booklets, one, “TV 
in Health Education,” and the other, “TV in Medical Educa- 
tion.” Both booklets were distributed at the recent Annual Con- 
gress on Medical Education in Chicago, and those who did not 
receive copies there may obtain them by writing to the Bureau 
of Health Education or to the Council on Medical Education 
and Hospitals of the American Medi-al Association. 
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Following is the first installment of the Federal Medical 
Legislation Summary, first session of the 84th Congress, prepared 
by the Washington Office of the American Medical Association. 


FEDERAL MEDICAL LEGISLATION 


Voluntary Health Insurance for Federal Employees 


Senator Carlson (R., Kans.) would provide for voluntary 
health insurance for federal employees through S. 9, which is 
an identical bill with his S. 3803 of the previous Congress. The 
government would limit its share to a maximum of $26 a year, 
with the balance deducted from the employee’s salary. Par- 
ticipation would be entirely voluntary on the part of the em- 
ployees and could cover the employees’ spouse and unmarried 
children under 19 years of age. The Civil Service Commission 
has been working on a modification of this bill to be presented 
shortly as the administration bill. This bill was referred to the 
Post Office and Civil Service Committee. 


Treaties and International Agreements 

Senator Bricker (R., Ohio) has reintroduced an identical 
measure to his S. J. Res. 181, introduced in the latter part of 
the second session of the last Congress. The proposed amendment 
would (1) provide that a treaty or other international agreement 
that conflicts with the constitution shall not become the supreme 
law of the land, (2) provide that “a treaty or other international 
agreement shall become effective as internal law in the United 
States only through legislation valid in the absence of inter- 
national agreement,” (3) require a roll call vote for ratification 
of any treaty, (4) require ratification by three-fourths of the 
legislatures of states within seven years if the amendment is to 
become inoperative. This bill was referred to the Judiciary 
Committee. A number of similar or companion measures have 
been introduced. Congressman Burdick (R., N. D.) in H. R. 406 
provides “That no treaty now existing or to be hereafter negoti- 
ated shall in any way abridge the sovereign power of the United 
States or of any State, nor shall such treaty change, amend, or 
abridge any law of the United States or of any State in the United 
States.” This bill was referred to the Committee on Foreign 
Affairs. 


Tax Postponement for the Self-Employed 


Congressman Jenkins (R., Ohio), in H. R. 9, and Congress- 
man Keogh (D., N. Y.), in H. R. 10, have introduced similar 
measures to their H. R. 10 and H. R. 11 of the last Congress 
to encourage the establishment of voluntary pension plans by 
individuals. This would allow the self-employed persons to de- 
duct 10% of their earned net income, or $7,500, whichever is 
less, per year but not to exceed $150,000 in a lifetime. Such 
funds would have to be paid to a restricted retirement fund or 
an annuity contract. Income tax would eventually be paid as the 
retirement income was being used. Congressman Coudert (R., 
N. Y.) has introduced a corollary measure, H. R. 267, in which 
he proposes to permit an annual postponement of income tax 
up to 15% of earned net income or $10,000, whichever is less, 
if the money is paid to a restricted retirement fund. This is 
identical with bills he introduced in the last two congresses. 
These bills were referred to the Ways and Means Committee. 


Annuity, Life Insurance, and Health Insurance 
Premiums, Deductible from Taxable Income 


Congressman Coudert (R., N. Y.), in H. R. 28, would provide 
that “Premiums paid during the taxable year on any annuity or 
life insurance contract upon the life of the taxpayer shall be 
allowed as a deduction from gross income to the extent that such 
premiums do not exceed 15 per centum of the taxpayer’s adjusted 
gross income.” Congressman Wolverton (R., N. J.), in H. R. 
402, would permit income tax deductions for health insurance 
premiums without regard to the present 3% limitation. De- 
ductions would be limited to $100 per exemption. Congressman 
McDonough (R., Calif.), in H. R. 335, proposes to allow a 
deduction from the gross income for life insurance premiums 
not in excess of $100 and not to exceed one-half of the net 
premiums if the taxpayer has no child under 18 years of age. 
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If the person has a child under 18 years of age the total net 
premium up to $200 may be excluded. For hospitalization in- 
surance or medical care insurance a premium of up to $200 may 
be excluded. These bills were referred to the Ways and Means 
Committee. 


Carry-Over of Medical Expense Deductions 

Congressman McDonough (R., Calif.), in H. R. 334, would 
amend the Internal Revenue Code to provide a three year carry- 
over of medical and dental expenses in excess of the maximum 
allowance for any one year in calculating income tax. This bill 
was referred to the Ways and Means Committee. 


Social Security 

Private Insurance in Lieu of Social Security—Congressman 
Curtis (R., Mo.), in H. R. 269, provides that an individual who 
carries insurance and retirement equivalent to social security 
benefits would not be subject to the social security taxes nor 
entitled to its benefits. In case of lapse or termination of the 
policy the insured person would be required to pay into the 
social security trust fund the amount of taxes that would have 
been paid if such policy had not been in effect. 

Removing Limitations on Outside Income.—Congressman Can- 
field (R., N. J.) has introduced a measure, H. R. 27, which would 
remove the limitations on outside income any individual may 
earn while receiving Old-Age and Survivors Insurance benefits. 
Under the present law the outside earnings are restricted to 
$1,200 per year from ages 65 to 72. 

Public Assistance.-—Congressman Ford (R., Mich.), in H. R. 
375, would amend the Social Security Act to permit federal 
participation in public assistance for patients in private tuber- 
culosis institutions and for patients in private mental institutions. 
At present the law provides that federal funds may not be used 
by states for grants to aged, blind, or permanently and totally 
disabled public assistance recipients in private medical institu- 
tions. 

Social Security for the Self-Employed—Congressman Lane 
(D., Mass.) would extend the social security coverage to bring 
additional individuals under the social security insurance system. 
This would include all self-employed persons, including physi- 
cians. The above bills were referred to the Ways and Means 
Committee. 


Cancer Research and Leprosy 


A bill “to authorize and request the President to undertake to 
mobilize at some convenient place in the United States an 
adequate number of the world’s outstanding experts, and co- 
ordinate and utilize their services in a supreme endeavor to dis- 
cover means of curing and preventing cancer” was introduced 
by Congressman Rooney (D., N. Y.), in H. R. 477. This bill 
was referred to the Committee on Foreign Affairs. In H. R. 445, 
Congressman Thompson (D., La.) would have the U. S. Public 
Health Service take the lead in a drive against leprosy through: 
(1) dissemination of pertinent facts concerning leprosy, (2) more 
widespread treatment of leprosy patients through construction 
of five new leprosariums and the use of veterans hospitals to 
care for veteran patients and use of other hospitals for non- 
veterans, (3) the establishment of a rehabilitation program for 
discharged patients and an arrangement with private physicians 
to treat patients at home, (4) increased funds for research and 
allowances for patients and their dependents, (5) creation of a 
national advisory council on leprosy. This bill was referred to 
the Committee on Interstate and Foreign Commerce. 


National Compulsory Health Insurance Omnibus Bill 


Congressman Dingell (D., Mich.) has reintroduced his om- 
nibus national health insurance bill, identical with his H. R. 
1817 in the 83rd Congress. It would provide seven types of 
subsidies: (1) federal aid to medical education, (2) medical re- 
search, (3) Hospital Construction Act amendments, (4) special 
aid for rural and other shortage areas, (5) state grants for local 
public health units, (6) research in child life and additional grants 
for maternal and child health and crippled children’s services, 
and (7) compulsory prepaid personal health insurance. This bill 
was referred to the Interstate and Foreign Commerce Committee. 
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Federal Aid to Voluntary Health Plans, 
Medical Education, and Health Facilities 

Congressman Scott (R., Pa.) has introduced a measure iden- 
tical with the Ives-Flanders bill of 1953. This legislation would 
provide federal funds to: (1) assist states in financing voluntary 
prepayment health service plans with subscription charges based 
on subscribers’ income; (2) encourage establishment of local 
administrative health regions and districts; (3) enable nonprofit 
hospitals, medical schools, and nursing schools to maintain and 
improve their service facilities; (4) assist voluntary prepayment 
plans to build and equip personal health service centers; (5) assist 
medical education; and (6) assist local public health units. The 
federal contribution would be based on the same formula as in 
the Hill-Burton hospital grants. The federal part of the program 
would be administered by the Surgeon General of the U. S. 
Public Health Service, who would draw up various regulations 
after consultation with a 10-man federal health council. The 
health council would be appointed by the Secretary of Health, 
Education, and Welfare and would not necessarily have any 
physicians on it. Senator Ives (R., N. Y.), Senator Flanders 
(R., Vt.), and Senator Case (R., N. J.) have introduced an almost 
identical measure in S. 434. Senator Case (R., N. J.) introduced 
a similar proposal in the 81st Congress when he was serving in 
the House. These bills were referred to the Committee on Inter- 
state and Foreign Commerce. 


Mortgage Loan Insurance for Hospitals and Medical Facilities 


Congressman Wolverton (R., N. J.), in H. R. 398, would 
amend the Public Health Service Act to provide mortgage loan 
insurance for hospitals and other medical facilities devoted 
mainly to voluntary prepayment health plans. This measure is 
similar to H. R. 7700 introduced by Mr. Wolverton in the 
previous Congress. A medical facilities mortgage insurance fund 
would be created under the Surgeon General, with $2,500,000 
allocated immediately and additional annual appropriations as 
necessary. Outstanding insured mortgages could not exceed a 
total of 300 million dollars, except with the approval of the 
President. A single mortgage could not exceed 5 million dollars, 
except with the approval of the President. A mortgage could 
not have a maturity over 40 years or bear interest in excess of 
5% (6% in certain areas) or for an amount in excess of 90% 
of the value. Not less than 60% of the insured medical facility 
would have to be reserved for serving members of group practice 
and prepayment health plans. The Surgeon General would set 
premiums not to exceed 14% a year of the amount of the 
mortgage outstanding. In H. R. 397, Congressman Wolverton 
would remove the restriction to facilities providing voluntary 
prepaid service plans. These measures were referred to the Inter- 
state and Foreign Commerce Committee. 


Loans to Nonprofit Health Associations 


House Resolution 399 by Congressman Wolverton is similar 
to H. R. 6950 of the 83rd Congress also introduced by Congress- 
man Wolverton (R., N. J.) and would assist voluntary nonprofit 
associations offering prepaid health service programs to secure 
necessary facilities and equipment through long-term, interest- 
bearing government loans. In H. R. 399 the sum of 40 million 
dollars would be made available over a five year period. The 
nonprofit association would have to submit satisfactory evidence 
to the Surgeon General (1) of local interest in and financial 
support for successful operation; (2) of an organized structure 
headed by licensed members of the medical profession in con- 
trol of medical care program; (3) that administrative control does 
not rest with those furnishing services; (4) that compensation is 
satisfactory to participating physicians and to the governing 
board of the health plans; (5) that participation in the plan is 
voluntary; (6) that emergency services will be available to any 
resident of a community, whether or not a member; and (7) that 
facilities will be available to nonmember residents and non- 
participating physicians at times when such use will not interfere 
with services to members. This bill was referred to the Interstate 
and Foreign Commerce Committee. 


ORGANIZATION SECTION 731 


Federal Health Service Reinsurance 

Congressman Wolverton (R., N. J.), in H. R. 400, reintroduced 
last year’s administration bill on reinsurance (H. R. 8356 in 
83rd Congress). This would reinsure selected health insurance 
plans up to 75% of the carrier’s reinsured costs. Premium 
charges would be fixed by the Secretary of the Department of 
Health, Education, and Welfare as a percentage of the carrier's 
premium income. Congressman Wolverton has also introduced 
a duplicate of H. R. 6949 of the 83rd Congress. The new 
measure, H. R. 401, is similar to H. R. 400 except the eligibility 
is restricted to nonprofit associations. The President has promised 
that he would submit a new reinsurance proposal at a later date. 
These measures were both referred to the Interstate and Foreign 
at a later date. 


Public Health Service Grants-in-Aid 


Congressman Wolverton (R., N. J.), in H. R. 403, has intro- 
duced, as a duplicate of H. R. 7397 of last Congress, an ad- 
ministration bill that was passed by the House but died in the 
Senate Committee on Labor and Public Welfare. This measure 
would replace present separate authorizations for grants to states 
to control individual diseases and authorize the following grants: 
(1) grants to assist states generally in meeting the cost of their 
public health services; (2) six year grants to assist states to extend 
and improve their public health services; and (3) grants to states 
and to public and other nonprofit organizations and agencies to 
meet the cost of unique projects directed toward the solution of 
regional or national public health problems. This measure was 
referred to the Interstate and Foreign Commerce Committee. 


Military Medical Scholarships 

Congressman Bennett (D., Fla.) proposes, in H. R. 67, to 
finance the medical training of a limited number of candidates 
for appointment as physicians and dentists in the military service. 
They would be required to serve on active duty for three years, 
or one year for each year of schooling, whichever is longer. 
Selected students would receive tuition and a stipend of $133 
per month. The administration bill on the same subject has not 
been introduced. This measure was referred to the Armed 
Services Committee. 


Lengthening Presumption of Service-Connection 
Period for Chronic and Tropical Diseases 

The present law limits presumption of service-connected dis- 
abilities to one year after discharge from military service, during 
which chronic and tropical diseases would presume to be service- 
connected. Congressman Elliott (D., Ala.), in H. R. 424, pro- 
poses to increase this length of time to two years. This measure 
was referred to the Veterans’ Affairs Committee. 


Tax Relief for the Disabled 

Congressman Elliott (D., Ala.) would provide, in H. R. 425, 
an additional income tax exemption of $600 for each totally and 
permanently disabled taxpayer and dependent spouse. Persons 
suffering a 60% impairment of earning capacity, in addition to 
a readily observable permanent physical defect or infirmity, 
would be eligible. Who would make the medical determinations 
was not specified. This bill was referred to the Ways and Means 
Committee. 


COUNCIL ON SCIENTIFIC ASSEMBLY 

Dr. Alphonse McMahon, St. Louis, has been elected chair- 
man of the Council on Scientific Assembly, succeeding Dr. Henry 
R. Viets, Boston, who has resigned as chairman after eight 
years of service. At the recent meeting of the Council in Boston, 
Dr. Ralph G. Carothers, Cincinnati, was appointed chairman 
of the Special Exhibit Committee on Fractures, succeeding Dr. 
Gordon M. Morrison, Boston. The new member of the Frac- 
ture Exhibit Committee is Dr. Harry B. Hall, Minneapolis. The 
Council also considered progress reports on the program for 
the Annual Meeting in Atlantic City, June 6-10, and informa- 
tion on the features of that meeting will be published as rapidly 
as details have been completed. Preliminary plans were made 
for the Clinical Meeting in Boston, Nov. 29-Dec. 2. Dr. Frank 
P. Foster, Boston, is chairman of the local committee for that 
meeting. 
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MEDICAL NEWS 


CALIFORNIA 

Public Health Official Wanted.—The city of Los Angeles an- 
nounces an examination consisting of an interview only for the 
position of assistant director, public health laboratories (salary, 
$575-$715 per month). Requirements include (1) a Ph.D. or 
Sc.D. in bacteriology or biochemistry or an M.D. or D.V.M. 
from a recognized college or university and (2) five years of 
professional experience in a medical or public health laboratory, 
three years of which included supervisory or administrative 
duties, or an equivalent combination of training and experience. 
A California public health bacteriologist’s certificate or a license 
to practice medicine or veterinary medicine in the state of 
California is required before certification. Application blanks, 
together with the $1 filing fee, must be received in Room 5, 
City Hall, before 5 p. m., March 15. Information may be ob- 
tained at that address or at City Hall branches in San Pedro, 
Van Nuys, West Los Angeles, and Venice. 


Gimbel Lectures on Sex Psychology.—Dr. Martin Grotjahn, 
Beverly Hills, chairman, educational committee, Institute for 
Psychoanalytic Medicine of Southern California, will deliver the 
Jake Gimbel Lectures under the auspices of Stanford University 
and the University of California. The following lectures will be 
given in Lane Hall, Stanford University School of Medicine, 
2398 Sacramento St., San Francisco, at 1 p. m.: 
March 1, First Hundred Hours of Psychotherapy with an Adolescent 
Girl. 
March 2, Six Letters to an Analyst by an Adolescent Girl. 
March 3, Two Hundred Additional Hours of Psychoanalysis with an 
Adolescent Girl. 
“Analysis of the Uncanny and the Mystery Story” will be pre- 
sented March 1, 4 p. m., in the Education Building, Stanford 
University campus, and “Psychoanalytic Remarks About the 
Comedy, Clowns, and the Circus” March 3, 8 p. m., in the 
Life Science Building, University of California, Berkeley. Mem- 
bers of the medical profession and other interested persons are 
invited. 


CONNECTICUT 


Guest Speakers at Hartford Hospital—In its guest speaker 
program, Saturdays at 11 a. m. in the Amphitheater, the Hart- 
ford Hospital presents Dr. Oliver Cope, associate professor of 
surgery, Harvard Medical School, subject to be announced, 
March 5; Dr. Harry Shwachman, assistant professor of pedi- 
atrics, Harvard Medical School, “Malnutrition in Childhood,” 
March 12; Dr. Gustaf E. Lindskog, professor of surgery, Yale 
University School of Medicine, “Peptic Esophagitis and Its 
Relationship to Diaphragmatic Hernia,” March 19; and Dr. 
Benjamin Spector, professor of anatomy, Tufts College Medical 
School, Boston, “The Bioanatomy of Back Pain,” March 26. 


Course on Hematological Problems.—Yale University School 
of Medicine will offer in a series of seven weekly teaching con- 
ferences a review of outstanding features in the diagnosis and 
treatment of hematological disorders (Thursday, 2:30 to 5 p. m., 
March and April, in Farnam Auditorium, Yale-New Haven 
Medical Center, 789 Howard Ave.). The sessions will emphasize 
the common types of hematological problems seen in office 
practice and will consist of a lecture, which will be discussed 
first by a panel of hematologists and then by the course par- 
ticipants. The following conferences have been scheduled: 

March 17, Diagnosis and Classification of Anemias. 

March 24, Management of Deficiency Anemias. 

March 31, Management of Hemolytic and Refractory Anemias. 

April 7, Office Techniques in the Laboratory Diagnosis of Hematologic 

Disorders. 

April 14, Diagnosis and Treatment of Hemorrhagic Syndromes. 

April 21, Management of the Leukemias and Lymphomas. 

April 28, Clinical Conference—Case Presentations. 





Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


Registration fee and tuition for the series is $35. Interns and 
residents may register without charge. Admission will be limited 
to physicians who have registered in advance. Application should 
be made to the office of the assistant dean in charge of post- 
graduate medical education, Yale University School of Medicine, 
333 Cedar St., New Haven 11. 


ILLINOIS 


Postgraduate Conference at Jacksonville—The postgraduate 
education committee of the Illinois State Medical Society, in 
cooperation with the faculty of Northwestern University Medical 
School, Chicago, will present a postgraduate conference at 
Jacksonville, March 10. The Morgan County Medical Society 
will be host. “Massive Gastrointestinal Bleeding,” a panel dis- 
cussion, will include “Medical Management” by Dr. Clifford J. 
Barborka; “Radiodiagnostic Aspects” by Dr. Robert B. Lewis; 
and “Surgical Therapy” by Dr. Frederick W. Preston. For a 
panel discussion on cardiovascular disease, “Present Day Sur- 
gical Management of Peripheral Vascular Disease” will be pre- 
sented by Dr. Harold Laufman and “Modern Concepts of 
Hypertension” by Dr. Gilbert H. Marquardt. The evening 
speaker, Dr. Arthur DeBoer, will discuss “Surgery of Heart 
Disease.” 


Chicago 

Dr. Furey Honored.—Dr. Warren W. Furey, assistant professor 
of medicine at Stritch School of Medicine of Loyola University 
and a past president of the Chicago Medical Society, recently 
received from the Radiological Society of North America a gold 
medal and citation for his long service to medicine and radiology. 


Hedblom Memorial Lecture—Phi Beta Pi Medical Fraternity 
announces that its annual lectureship in honor of the late Dr. 
Carl Hedblom who, until his death, was head of the department 
of surgery at the University of Illinois School of Medicine, will 
be held at 1 p. m., March 2, in room 221 of the D. M. P. 
Building at the university. “Problems in Thoracic Surgery” will 
be presented by Dr. Edward J. Beattie, chairman, department 
of surgery, and chief of thoracic surgery, Presbyterian Hospital. 


Annual Clinical Conference—The Chicago Medical Society 
will hold its annual clinical conference March 1-4 at the Palmer 
House. The following presentations will be made by out-of-state 
speakers: 
Coronary Occlusion, George E, Burch, New Orleans. 
Recurrent Carcinoma of the Breast, Frank E. Adair, New York. 
Early Recognition of Intracranial Tumors, Winchell McK. Craig, 
Rochester, Minn. 
Immunization of Infants and Children, Franklin H. Top, Iowa City. 
Diagnosis and Management of Common Shoulder Injuries, Harrison L. 
McLaughlin, New York. 
Stress Hormones and Peptic Ulcer, Seymour J. Gray, Boston. 
Medical Management of Peptic Ulcer, Arthur A. Kirchner, Los 
Angeles. 
Diseases of the Orbit Associated with Systemic Disease, F. Bruce 
Fralick, Ann Arbor, Mich. 
Cystic Ovary, John R. Schenken, Omaha. 
Identification of Carcinoma of the Lung by X-Ray Examination, Leo G. 
Rigler, Minneapolis. 
Management of Highway. Accidents, George J. Curry, Flint, Mich. 
Diagnostic and Therapeutic Blocks, John S. Lundy, Rochester, Minn. 
Diabetic Emergencies, Howard F. Root, Boston. 
Conservative Management of the Diabetic Foot, Angus D. McLachlin, 
London, Ontario, Canada. 
Study of 1,000 Testicular Tumors, Frank J. Dixon, Pittsburgh. 
Resuscitation of the Newborn Infant, Wyman C, C. Cole, Detroit. 
Vesical Fistulas and Urinary Incontinence, Virgil S, Counseller, 
Rochester, Minn. 
Current Management of Pulmonary Tuberculosis, Robert A. Goodwin 
Jr., Nashville, Tenn. 
Iron Metabolism and the Anemias of Pregnancy, John L. McKelvey, 
Minneapolis. 


Daily round-table luncheons (12 noon-1:30 p. m.) will be fol- 
lowed by color television programs. Panel discussions have been 
scheduled on analgesia and anesthesia, hypotensive drugs, and 
antibiotics. Registration fee is $5; there is no registration fee for 
members of the society. 
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IOWA 

Cardiovascular Symposium.—The second annual Cardiovascular 
Symposium will be held under the sponsorship of the department 
of internal medicine of Iowa Methodist Hospital, at the Des 
Moines Art Center, March 5-6. Guest speakers will be Dr. 
Charles T. Dotter, professor of radiology, University of Oregon 
Medical School, Portland (Angiocardiography); Dr. Thomas J. 
Dry, Mayo Clinic, Rochester, Minn. (Mitral Stenosis); Dr. 
S. Gilbert Blount, University of Colorado School of Medicine, 
Denver (Congenital Heart Disease); and Dr. Clarence W. 
Lillehei, University of Minnesota Medical School, Minneapolis 
(Cardiac Surgery). 


LOUISIANA 

Clinical Hematology Course.—A continuation course in clinical 
hematology will be presented at Tulane University of Louisiana 
School of Medicine, New Orleans, March 23-25. Dr. Carl V. 
Moore, dean and professor of medicine, Washington University 
School of Medicine, St. Louis, will be guest speaker. The pro- 
gram, built around actual cases, will include discussions of the 
anemias, leukemias and lymphomas, polycythemia, purpura, 
problems of blood transfusion, and blood coagulation. Registra- 
tion will close March 1. 


MARYLAND 

Lecture on Leukemia.—Dr. Irving J. Wolman, Philadelphia, 
discussed “Modern Management of the Leukemic Child” at the 
biennial meeting of the Johns Hopkins Medical and Surgical 
Association, Baltimore, Feb. 26. 


Personal.—Dr. Thomas W. Green, formerly chief, Medical 
Investigation Division, Army Chemical Corps biological labora- 
tories, Camp Detrick, Frederick, has been appointed assistant 
medical director of Cutter Laboratories, Berkeley, Calif —— 
Dr. Warfield M. Firor, associate professor of surgery, Johns 
Hopkins University School of Medicine, Baltimore, inaugurated 
recently the third annual series of George A. Ball Visiting Pro- 
fessorships in Surgery at the Indiana University School of Medi- 
cine, Indianapolis. Dr. Firor spent a week on the medical center 
campus participating in surgery ward rounds, clinics, and con- 
ferences with students and staff. He also addressed the Indian- 
apolis Medical Society, discussing “Present Status of Intestinal 
Antisepsis.” 


MASSACHUSETTS 

Lecture by Dr. Pack.—On March 1, Dr. George T. Pack, New 
York, will discuss “Surgical Treatment of Tumors of the Liver” 
at a meeting of the House Officers Association of the Boston 
City Hospital. 


New Professorship Endowed.—Harvard University announces 
the establishment of the Samuel A. Levine Professorship of 
Medicine in the Harvard Medical School, Boston, through the 
generosity of Charles E. Merrill, a New York banker, son of 
the late Dr. Charles Morton Merrill of Palm Beach, Fla., and 
a personal friend and patient of Dr. Levine. In announcing the 
endowment of the new chair, Dr. George P. Berry, dean of the 
faculty of medicine, said, “The Samuel A. Levine Professorship 
is a symbol of the patient-doctor relationship on the frontiers of 
medical practice. It will provide new strength for the inter- 
relations that have proven so fruitful in Dr. Levine’s own work— 
the joining together of the practice of medicine, the medical 
school and the teaching hospital in the creation of knowledge 
and its perpetuation in future generations of doctors.” Dr. 
Levine, who came to the United States at the age of 3 from 
Poland, received the second Harvard scholarship set up by the 
Newsboys’ Union and graduated from Harvard Medical School 
at the age of 23. Dr. Levine is now clinical professor of medicine 
at the school. He is the author of “Clinical Heart Disease,” a 
textbook published in 1936 and now in its fourth edition. 


MICHIGAN 

Meeting on General Practice.—Dr. Philip Thorek, Chicago, will 
discuss “The Pancreas and the General Practitioner” before the 
Genesee County chapter, American Academy of General Prac- 
tice, March 2, at the Durant Hotel in Flint. Reservations, in- 
cluding dinner at $5 per person, may be obtained from Dr. 
Lawrence G. Bateman, 1928 Lewis St., Flint. 
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Postgraduate Continuation Courses.—Wayne University College 
of Medicine, Detroit, announces the: following postgraduate 
continuation courses for March 14-June 11: 

Anatomy: Surgical Anatomy (limited to 20 surgical residents); Regional 
Anatomy (open to graduates of dentistry); Special Dissection. 

Microbiology: Parasitology and Medical Entomology; Microbiology 
Seminar. 

Physiological Chemistry: Nutrition; Methods and Metabolism; Physio- 
logical Chemistry Seminar; Survey of Medical Chemistry. 

Physiology and Pharmacology: Seminar. 

Pathology: Cytodiagnosis of Cancer; Histopathology of Ear, Nose and 
Throat. 

Dermatology: Dermatology Seminar. 

Internal Medicine: Therapeutic Conference (seminar on new drugs); 
Gastroenterologic Clinic (limit 10); Medical Seminar; Medical X-Ray 
Conference (limit 10); Medical Pathologic Conference (limit 10); 
Hematplogy Clinic. 

Oncology: Cancer Detection. 

Surgery: Surgery Seminar. 

A conference on anesthesiology has been scheduled for April 21-23. 

A nine month class in basic ophthalmology will begin in September 
1955. Applications must be in immediately. 

Veterans receiving benefits under the G. I. Bill should contact 
the Veterans Administrator at Wayne University, 666 Student 
Center Building, 5050 Cass. Registration should be made in the 
office of Postgraduate Medical Education at the College of 
Medicine, 1401 Rivard, Detroit 7, before March 12. 


NEW YORK 


Talk by Walter Bauer.—‘‘The Care of the Medical Patient” will 
be discussed by Dr. Walter Bauer, Jackson Professor of Clinical 
Medicine, Harvard Medical School, Boston, before the Rochester 
Academy of Medicine (1441 East Ave.) at 8:30 p. m., March 1, 


Conference on Arthritis—A conference to discuss “Advances 
in Management of Arthritis Patients: Medical, Physical and 
Psychosocial,” sponsored by the New York chapter of the 
Arthritis and Rheumatism Foundation, will be held at the New 
York Academy of Medicine, 2 E. 103rd St., March 3, 8 p. m., 
under the chairmanship of Dr. Leonard J. Goldwater, professor 
of occupational medicine, Columbia University School of Public 
Health. 


Meeting on Infant Mortality —The special committee on infant 
mortality of the New York County Medical Society will have 
as speaker March 2, 8:30 p. m., Dr. John L. Parks, professor of 
obstetrics and gynecology, George Washington University School 
of Medicine, Washington, D. C., who will discuss “Role of the 
Obstetrician in the Further Reduction of Neonatal Mortality.” 
The meeting, which will be held at the New York Academy of 
Medicine (2 E. 103rd St., New York 29), is open to the medical 
profession. 


Symposium on Air Pollution.—The third annual Symposium 
on Air Pollution and Its Control will be held at Wagner 
Memorial Lutheran College, Staten Island, March 5, from 9 
a. m. to 4:30 p. m., under the auspices of the department of 
bacteriology and public health of the college and the chairman- 
ship of Natale Colosi, Ph.D. The lecturers will include experts 
in public health, agriculture, and engineering and air pollution 
control officials of governmental agencies and industry. In- 
terested persons are invited to attend. (For International Meeting 
on Air Pollution, see General News.) 


Clinical Day at Niagara Falls—The Niagara Falls Academy of 
Medicine will hold its annual Clinical Day March § at the 
Hotel Niagara under the chairmanship of Dr. William H. 
Vickers Jr., Niagara Falls. Physicians of Erie and other western 
New York counties are invited on the same fee basis as academy 
members. The assessment will include the scientific sessions, 
luncheon, and cocktail hour. The following program will be 
presented: 


George Crile Jr., Cleveland, Recent Advances in General Surgery. 

Samuel Bellet, Philadelphia, Recent Advances in Management of Cardiac 
Arrhythmias. 

Priscilla White, Boston, Diabetes and Pregnancy 

John B. McKittrick, Boston, Surgical Management of Peripheral Vas- 
cular Disease. 


Postgraduate Teaching Day at Rochester.—“Recent Advances in 
Medicine” is the theme of a Post-Graduate Teaching Day to be 
held at.the Rochester General Hospital March 3. During the 
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morning, advances in gastroenterology, hypertension, and periph- 
eral vascular diseases will be discussed, as will newer drugs in 
the therapy of Parkinson’s disease. A paper, “Endocrine Allergy 
‘What Is It?’” by Dr. George P. Heckel, Rochester, will precede 
junch, after which a panel discussion will be presented. Dr. 
Thomas Killip will serve as moderator for discussions on cardio- 
vascular conditions amenable to surgery and on thorazine. At 
2:50 p. m. “Tobacco Smoking and Its Relationship to Carcinoma 
of the Lung and Cardiovascular Diseases” will be the topic of 
Daniel Horn, Ph.D., New York, assistant director of statistical 
research, American Cancer Society. 


Meeting on Gastrointestinal Disease.—The Broome County 
Medical Society, Binghamton Academy of Medicine, and 
Broome County chapter, American Academy of General Prac- 
tice, will sponsor a meeting March 3 on the gastrointestinal tract. 
Sessions start at 2:30 p. m. at the Carlton Hotel, Binghamton, 
where the following program will be presented: 
S. Allen Wilkinson, Boston, Medical Aspects of Acute Chronic Pan- 
creatitis. 
Burrill B. Crohn, New York, Regional Enteritis and Ulcerative Colitis. 
Sydney G. Margolin, New York, Psychosomatic Aspects of Gastro- 
intestinal Diseases. 
The evening session, a dinner meeting at 7 p. m., will have as 
its speaker Dr. Marcus M. Ravitch, director, department of sur- 
gery, Mount Sinai Hospital, New York, who will consider 
“Surgical Approach to the Treatment of Chronic Ulcerative 
Colitis.” 


New York City 

Meeting on Cancer.—For its meeting March 1 at the New York 
Academy of Medicine (2 E. 103rd St.) the New York Cancer 
Society has scheduled a panel discussion, “The Management of 
Cancer of the Thyroid.” Dr. Lawrence W. Sloan, associate pro- 
fessor of clinical surgery, Columbia University College of Physi- 
cians and Surgeons, will be moderator, and Drs. George Crile 
Jr., Cleveland, John C. McClintock, Albany, N. Y., and Rulon 
W. Rawson, New York, will be participants. 


Panel on Parkinson’s Disease.—On March 4 at 4:30 p. m. the 
New York Academy of Medicine (2 E. 103rd St.) will have as 
the subject of its monthly panel meeting on therapeutics for the 
general physician “Parkinson’s Disease: Medical and Surgical 
Management.” Dr. Samuel Brock, professor of neuropsychiatry, 
New York University Post-Graduate Medical School, will serve 
as moderator. The collaborators will be Drs. Kate C. Canstable, 
assistant attending neurologist, The Presbyterian Hospital; 
Irving S. Cooper, assistant professor of neurosurgery, New York 
University Post-Graduate Medical School; and Lewis J. Doshay, 
director, Parkinson Laboratory, Columbia-Presbyterian Medical 


Center. 


OHIO 

Lecture by Dr. Ingelfinger—On March 1 the Academy of 
Medicine of Cincinnati will present the Roger Morris Lecture, 
“Use and Abuse of Dietary Measures in the Treatment of 
Gastrointestinal Disorders,” by Dr. Franz J. Ingelfinger, associ- 
ate professor of medicine, Boston University School of Medicine. 


Narcotic Violation—Dr. Jean B. Koupal, Toledo, pleaded 
guilty in the U. S. district court at Toledo to an information 
charging a violation of the federal narcotic law, and on Dec. 10, 
1954, her sentence of two years was suspended and she was 
placed on probation for a like period. She was fined $200. 


OKLAHOMA 

General Practice Meeting in Tulsa——Dr. Oscar P. Hampton, 
assistant clinical professor of orthopedic surgery, Washington 
University School of Medicine, St. Louis, will be guest speaker 
for the Tulsa Academy of General Practice, Feb. 28. His subject 
will be “Emergency Treatment of Casualties with Major Open 
Wounds, Blast and Crash Injuries.” The meeting will be in the 
Junior Ballroom of Hotel Tulsa. Reservations for dinner (6:30 
p. m.) should be made by telephoning 2-5904. The oe will 
be at 8 p. m. All physicians are invited. 
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RHODE ISLAND 

Personal.—Dr. Henry F. McCusker has been named to the new 
position of director of postgraduate medical education at Rhode 
Island Hospital, Providence. 


Surgeons Meet in Providence.—The American College of Sur- 
geons will hold a sectional meeting March 3-5 at the Sheraton- 
Biltmore, Providence, with Dr. Henri E. Gauthier, Woonsocket, 
as chairman. Symposiums have been scheduled on trauma, 
cancer, and pediatric surgery, also panel discussions on acute 
renal failure and biliary tract surgery. Out-of-state speakers in- 
clude: Drs. Francis D. Moore and Richard B. Cattell, Boston; 
Drs. Jonathan E. Rhoads, Julian Johnson, and Isidor S. Ravdin, 
Philadelphia; Drs. William J. Engel and Harold E. Harris, 
Cleveland; Dr. Henry Doubilet, New York; Dr. Alexander P. 
Aitken, Brookline; and Dr. Robert M. Zollinger, Columbus, 
Ohio. 


Hospital News.—Recent guest speakers at the Rhode Island 
Hospital included Dr. Francis D. Moore, Moseley Professor of 
Surgery, Harvard Medical School, Boston, who presented 
“Practical Steps in the Daily Metabolic Management of Sick 
Surgical Patients” Jan. 28, and Dr. Charles G. Child III, pro- 
fessor of surgery, Tufts Medical School, Boston, who discussed 
“Portal Hypertension” Feb. 4. The following announcements 
have recently been received: Dr. Henry Doubilet, associate pro- 
fessor of surgery, New York University College of Medicine, 
New York, will serve as surgeon-in-chief pro tem from Feb. 28 
through March 2; Dr. Edward F. Bland, cardiologist, Massachu- 
setts General Hospital, Boston, will be guest speaker March 10; 
and Dr. William A. Rogers, Boston, editor-in-chief of the Journal 
of Bone and Joint Surgery, will conduct orthopedic and fracture 
rounds March 11. 


SOUTH CAROLINA 

Personal.—Dr. William Atmar Smith, clinical professor of 
medicine at the Medical College of South Carolina, Charleston, 
and a past president and secretary of the South Carolina Medical 
Association, was recently honored by the presentation of a 
bronze plaque to Pinehaven Sanatorium, Charleston, “as a 
tangible token of the esteem, love and affection which his pro- 
fessional colleagues bear towards him.” 


Symposium on Atomic Energy.—‘“Science and Atomic Energy” 
will be the subject of the third Oak Ridge regionai symposium, 
to be held in Columbia, March 5, by the University of South 
Carolina in cooperation with the Savannah River Plant of the 
Atomic Energy Commission, the Oak Ridge (Tenn.) National 
Laboratory, and the Oak Ridge Institute of Nuclear Studies. 
Donald S. Russell, LL.B., president, University of South Caro- 
lina, will give an address of welcome. William G. Pollard, Ph.D., 
executive director, ORINS, will give the luncheon address, 
“Science as a Career.” A motion picture, “A Is for Atom,” will 
open the afternoon session, in which the subjects for discussion 
will be instruments and biology. 


TEXAS 

Cardiac Lectures.—Dr. Eric Ogden, M.R.C.S., L.R.C.P., pro- 
fessor of physiology, Ohio State University College of Medicine, 
Columbus, will give a series of lectures and demonstrations on 
cardiac physiology, March 7-9, at the University of Texas 
Medical Branch, Galveston. 


Annual Symposium on Cancer Research.—The ninth annual 
M. D. Anderson Symposium on Fundamental Cancer Research 
will be held March 10-12 at the University of Texas M. D. 
Anderson Hospital and Tumor Institute, Houston. On Thursday 
a review of the current research projects at the hospital will be 
followed in the evening by a discussion of the epidemiology of 
cancer and a presentation on experimental design. Friday will 
be devoted to histochemistry and Saturday to presentations re- 
flecting current cancer research in the southwest. The Bertner 
award will be made Friday evening at a banquet at the Doctor’s 
Club, in the Library Building of the medical center. 


Pal 
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WASHINGTON 


Annual Meeting on Internal Medicine.—The Tacoma Academy 
of Internal Medicine will hold its annual meeting in Jackson 
Hall at the Tacoma General Hospital, March 5. The meeting 
will start at 9:30 a. m. with case presentations on gastrointestinal 
diseases, which will then be discussed by Drs. Cecil J. Watson, 
professor of medicine, University of Minnesota Medical School, 
Minneapolis; Wade Volwiler, University of Washington School 
of Medicine, Seattle; and George B. Long, Portland. In the 
afternoon session Dr. Long will present “Disease Syndromes of 
the Esophagus”; Dr. Volwiler, “Malabsorption Diseases of the 
Gastrointestinal Tract”; and Dr. Watson, “Cirrhosis of the 
Liver.” A question and answer period will conclude the afternoon 
session. Dr. Horace A. Anderson, Tacoma, program chairman, 
will be moderator of the afternoon session, and Dr. William P. 
Hauser, Tacoma, will be in charge of the morning session. At 
the annual banquet, 7:30 p. m., at the Winthrop Hotel, Dr. 
Watson, the principal speaker, will have as his subject “The 
Differential Diagnosis of Jaundice.” Dr. James M. Mattson, 
Tacoma, president of the academy, will preside at the evening 
meeting. 


WISCONSIN 

Society News.—At its meeting Feb. 28, 6:15 p. m. at the Univer- 
sity Club, the Milwaukee Roentgen Ray Society will hear an 
address, “Current Aspects of Radiation Therapy,” by Dr. 
Isadore Lampe, professor of radium and roentgen therapy, 
University of Michigan Medical School, Ann Arbor. All 
physicians are welcome to attend the Milwaukee Psychosomatic 
Forum, March 2, 7:30 p. m. at the Elks Club. Dr. Saul K. 
Pollack, Milwaukee, will present “An Approach to Anxiety as 
Seen in Patients.” 





GENERAL 

Fellowships in Ophthalmology.—The National Council to 
Combat Blindness welcomes applications for its 1955-1956 re- 
search awards for grants-in-aid and full-time research fellow- 
ships in ophthalmology and related sciences. Applicants for 
fellowships, full-time or summer, are required to make their own 
arrangements for suitable research facilities with accredited in- 
stitutions. Applications for grants-in-aid and fellowships will be 
considered at the sixth annual meeting of the committee, to be 
held in May. The closing date for the receipt of completed 
applications is April 15. Appropriate forms may be obtained 
by addressing: Secretary, National Council to Combat Blindness, 
Inc., 30 Central Park South, New York 19. 


International Meeting on Air Pollution.—The first International 
Congress on Air Pollution will be held in the Hotel Statler, 
New York, March 1-2, under the sponsorship of the American 
Society of Mechanical Engineers, who have chosen as the theme 
of the session “A New Frontier—Air Pollution Control.” The 
Calvin W. Rice Lecture will be delivered by Sir Hugh E. C. 
Beaver, chairman, Government Committee of Enquiry investi- 
gating the London smog of 1952, which killed 4,000 persons. 
The meeting will be one of the special features celebrating the 
75th anniversary of the society, which held its first meeting in 
New York in November, 1880. 


Meeting of Orthopsychiatric Association.—The American Ortho- 
psychiatric Association will hold its 32nd annual meeting at 
the Hotel Sherman, Chicago, Feb. 28-March 2 under the presi- 
dency of Simon H. Tulchin, Ph.B., New York. The following 
symposiums have been scheduled: 


Childhood Schizophrenia. 

Accidents in Children. 

Roads to Human Understanding on the Industrial Front. 

Progress in Orthopsychiatry (for members only). 

Treatment of the Alcoholic. 

Current Status of the Rorschach Test. 

Some Aspects of Therapeutic Work with Chiidren from Very Deprived 
Social and Economic Backgrounds. 

The Adolescent and His Community (Meeting Our Youth Halfway). 

The Citizen in a World of Anxiety. 

Responsibility for Leadership in Mental Health (for members only), 

College Guidance. 
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There will be a panel discussion on social group work in psychi- 
atric residential settings Tuesday morning; a panel, “The Evalu- 
ation of Rehabilitation in the Individual,” Tuesday afternoon; 
and a round-table, “Desegregation: Its Implications for Ortho- 
psychiatry,” also on Tuesday afternoon. In all, 13 workshops are 
projected. 


Surgeons Meet in Houston.—The International College of Sur- 
geons will hold its Southwestern division regional meeting 
Feb. 28-March 1, with headquarters at the Shamrock Hotel, 
under the chairmanship of Dr. Herbert T. Hayes, Houston, 
Texas. Dr. Arnold S. Jackson, Madison, Wis., president, U. S. 
section, International College of Surgeons, will preside over the 
Monday morning session in the Jesse H. Jones Library Building 
at the Texas Medical Center, where all scientific sessions will 
be held. A symposium, “Surgical Conditions of the Colon,” will 
be followed by luncheon at the Doctors’ Club and panel dis- 
cussion with the morning speakers. An afternoon session on 
cancer will conclude with the presentation of “Changing Concept 
with Regard to the Surgical Treatment of Cancer of the Cervix” 
by Dr. Herbert F. Traut, San Francisco, and panel discussion 
on gynecologic malignancies. Dinner at the Doctors’ Club, 7:30 
p. m., will follow a social hour. Chauncey D. Leake, Ph.D., 
dean of the Medical Branch of the University of Texas, Galves- 
ton, will present “Letheon: The Cadenced Story of Anesthesia.” 
The Tuesday morning session will be devoted to a symposium 
on surgical management of trauma. At the luncheon in the 
Varsity Room, College Inn, Dr. Max Thorek, Chicago, founder 
of the International College of Surgeons, will speak. The after- 
noon panel discussion, “Surgery in the Modern Hospital,” will 
be followed by a tour of the University of Texas M. D. Ander- 
son Hospital and Tumor Institute. 


CANADA 

Surgical Course for Canadian and American Candidates.—The 
Royal Victoria Hospital, Montreal, offers a postgraduate course 
in surgery designed for candidates taking the F.R.C.S.(C) and 
American Board of Surgery examinations. The course consists 
of a three months’ correspondence section, answering written 
questions, and a seven weeks’ didactic portion starting about 
mid-August. Details may be obtained from the Postgraduate 
Board, Royal Victoria Hospital, Montreal 2, Canada. 


FOREIGN 


Seminar Congresses in Otorhinolaryngology.—The American 
Medical Society of Vienna announces the following otorhino- 
laryngologic seminar congresses, which will be given by the 
medical faculty of the University of Vienna: 

April 3-5, Neuro-Otologic Diseases and Their Presurgical Aspects; 
Speech Rehabilitation with Special Reference to Laryngectomised 
Patients; Anatomy of the Facial Nerve Trauma, Operative Approach 
and Repair. 

May 2-4, Anatomy of the Temporal Bone; Surgical Anatomy of Nose; 
Surgical Anatomy of the Sinuses. 

June 6-8, Nasal Allergy; Pediatric Otolaryngology; Surgical Treatment 
of the Parotid Glands. 

July 4-6, Bronchoesophagology; Endoscopy; Malignant Disease in Oto- 
rhinolaryngology. 

Aug. 1-3, Operative Otology; Surgical Treatment of the Larynx; Surgical 
Treatment of the Neck. 

Sept. 5-7, Fenestration; Tympanoplasty; Rehabilitation of the Hard of 
Hearing. 

Oct. 3-5, Reconstructive Surgery of the Nose and Ear; Surgical Treat- 
ment of the Nasal Septum; Cosmetic Surgery on Head and Neck. 
Nov. 7-9, Acute Sinusitis; Chronic Rhinitis; Surgical Anatomy of Nose 

and Accessory Sinuses. 
Details may be obtained from the American Medical Society of 
Vienna, I. Vienna, Universitaetsstrasse 11. Cable: “Ammedic” 
Vienna. 





CORRECTION 

Pituitary Basophilism in the Juvenile Type of Acanthosis 
Nigricans.—In the Correspondence section of THE JOURNAL, 
Jan. 15, 1955, page 266, right hand column, third line from the 
bottom of the first paragraph, the sentence should read as 
follows: “The most probable diagnosis was eosinophilic adenoma 
of the pituitary.” 
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MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn 5t., Chicago 10, Secretary. 


1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 


1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 


1957 Annual Meeting, New York, June 3-7. 


AERO MEDICAL AsSOCIATION, Hotel Statler, Washington, D. C., March 
20-23. Dr. Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 


AIRLINE MEDICAL EXAMINERS ASSOCIATION, Hotel Statler, Washington, D. C., 
Mar. 19-20. Dr. Seymour Fiske, 150 East 7ist St., New York 21, Sec- 
retary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Whitley Hotel, Mont- 
gomery, April 21-23. Dr. Douglas L. Cannon, 537 Dexter Ave., Mont- 
gomery, Secretary. 

AMERICAN ACADEMY OF GENERAL PRACTICE, Los Angeles, March 28-31. 
Mr. Mac F. Cahal, 406 West 34th St., Kansas City, Mo., Executive 
Secretary. 

AMERICAN ACADEMY OF PEDIATRICS, Spring Session, Sheraton-Cadillac 
Hotel, Detroit, April 4-7. Dr. E. H. Christopherson, 610 Church St., 
Evanston, Ill., Executive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Philadelphia, April 6-8. Dr. N. L. 
Hoerr, 2109 Adelbert Rd., Cleveland 6, Secretary. 


AMERICAN ASSOCIATION OF IMMUNOLOGISTS, San Francisco, April 10-16. 
Dr. F. S. Cheever, University of Pittsburgh School of Public Health, 
Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, The Sham- 
rock, Houston, Texas, April 7-9. Dr. Edward A. Gall, Cincinnati General 
Hospital, Cincinnati 29, Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SuRGEONS, Drake Hotel, Chicago, 
April 12-14. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SuRGERY, Chalfonte-Haddon Hall, 
Atlantic City, N. J., April 24-26. Dr. Paul C. Samson, 3959 Happy 
Valley Rd., Lafayette, Calif., Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Hollywood Beach 
Hotel, Hollywood, Fla., Mar. 15-16. Dr. F. Johnson Putney, 1719 
Rittenhouse Square, Philadelphia 3, Secretary. 

AMERICAN DERMATOLOGICAL ASSOCIATION, Bellevue-Biltmore Hotel, Belle- 
air, Fla., April 17-21. Dr. J. Lamar Callaway, Duke Hospital, Durham, 
N. C., Secretary. 

AMERICAN GERIATRICS Society, Hotel Roosevelt, New York, April 21-22. 
Dr. Malford W. Thewlis, 25 Mechanic St., Wakefield, R. I., Secretary. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Hollywood Beach Hotel, Holly- 
wood, Fla., Mar. 13-14. Dr. Harry P. Schenck, 326 South 19th St., 
Philadelphia 3, Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL Society, Holly- 
wood Beach Hotel, Hollywood, Fla., Mar. 15-17. Dr. C, Stewart Nash, 
277 Alexander St., Rochester 7, N. Y., Secretary. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel Sherman, Chicago, Feb. 
28-Mar. 2. Dr. Jessie E. Crampton, 1790 Broadway, New York 19, Secre- 
tary. 

AMERICAN OTOLOGICcAL Society, Hollywood Beach Hotel, Hollywood, Fla., 
Mar. 17-18. Dr. John R. Lindsay, 950 East 59th St., Chicago 37, Secretary. 


AMERICAN PHYSIOLOGICAL Society, San Francisco, April 11-16. Dr. W. F. 
Hamilton, Medical College of Georgia, Augusta, Ga., Secretary. 

AMERICAN RapruM Society, Shoreham Hotel, Washington, D. C., April 
21-23. Dr. Robert E. Fricke, 102 Second Ave. S.W., Rochester, Minn., 
Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PATHOLOGY, San Francisco, April 
10-16. Dr. Cyrus C. Erickson, 874 Union Avenue, Memphis 3, Tenn., 
Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
San Francisco, April 10-16. Dr. Carl C. Pfeiffer, 1853 West Polk St., 
Chicago 12, Secretary. 

CuicaGo MepicaL Society ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, Mar. 1-4. Dr. Norris J. Heckel, 86 East Randolph St., Chicago 
1, Secretary. 

CONFERENCE ON MICROCIRCULATORY PHYSIOLOGY AND PATHOLOGY, Benjamin 
Franklin Hotel, Philadelphia, April 5. Dr. George P. Fulton, Boston 
University College of Liberal Arts, 725 Commonwealth Ave., Boston 15, 
Chairman, 

DALLAS SOUTHERN CLINICAL Society, Dallas, March 14-17. Dr. T. Haynes 
Harvill, 433 Medical Arts Bldg., Dallas 1, Texas, Secretary. 

EASTERN STATES HEALTH EDUCATION CONFERENCE, New York Academy of 
Medicine, New York, April 21-22. Dr. lago Galdston, 2 East 103rd St., 
New York 29, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL BIOLOGY, San 
Francisco, April 11-15. Dr. M. O. Lee, 2101 Constitution Avenue, 
Washington, D. C., Secretary. 
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FLoripa MEDICAL ASSOCIATION, Vinoy Park Hotel, St. Petersburg, April 
3-6. Dr. Samuel M, Day, P. O. Box 1018, Jacksonville, Secretary. 

INDUSTRIAL MEDICAL ASSOCIATION, Buffalo, N. Y., April 23-29. Dr. Glenn 
Gardiner, Inland Steel Co., East Chicago, Ind., Secretary. 


INTERNATIONAL ACADEMY OF ProcTOLoGy, Plaza Hotel, New York, March 
23-26. Dr. Alfred J. Cantor, 43-55 Kissena Blvd., Flushing, N. Y., 
Secretary. 

Joun A. ANDREW CLINICAL Society, Memorial Hospital, Tuskegee Insti- 
tute, Ala., April 3-8. Dr. Eugene H. Dibble Jr., John A. Andrew 
Memorial Hospital, Tuskegee Institute, Alabama, Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Balti- 
more, April 21-23. Dr. Everett S. Diggs, 1211 Cathedral St., Baltimore, 
Secretary. 


MICHIGAN CLINICAL INSTITUTE, Sheraton-Cadillac Hotel, Detroit, Mar. 9-11. 
Mr. W. J. Burns, 606 Townsend St., Lansing 15, Mich., Executive Director. 


Mip-CENTRAL STATES ORTHOPAEDIC Society, Sheraton Hotel and St. Louis 
Medicai Society Auditorium, St. Louis, April 15-16. Dr. H. O. Ander- 
son, 3244 East Douglas St., Wichita, Kans., Secretary. 


Missouri STATE MEDICAL ASSOCIATION, Kansas City, March 27-30. Dr. EB. 
R. Bohrer, 634 N. Grand Blvd., St. Louis 3, Secretary. 
NATIONAL GASTROINTESTINAL CANCER CONFERENCE, Hosack Hall, New York 


Academy of Medicine, New York, April 4-5. Dr. Morris K. Barrett, 
National Cancer Institute, Bethesda 14, Maryland, Executive Secretary. 


NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, New York, March 
16-18. Dr. Franklin M. Foote, 1790 Broadway, New York 19, Executive 
Director. 

NEUROSURGICAL SociETy OF AMERICA, Del Monte Lodge, Pebble Beach, 
Calif., Mar. 16-19. Dr, Lester A. Mount, 700 West 168th St., New York 
32, Secretary. 

New Jersey, Mepicat Society oF, Ambassador Hotel, Atlantic City, 
April 17-20. Dr. Marcus H. Greifinger, 315 West State St., Trenton 8, 
Secretary. 

New OrLeans GRADUATE Mepicat AssemBLy, Municipal Auditorium, New 
Orleans, Mar. 7-10. Dr. Maurice E, St. Martin, Room 103, 1430 Tulane 
Ave., New Orleans 12, Secretary. 


Nort Paciric Society OF NEUROLOGY AND PsycHiatry, Empress Hotel, 
Victoria, B. C., March 25-26. Dr. John W. Evans, 919 Taylor St. Bidg., 
Room 805, Portland, Ore., Secretary. 

Post GRADUATE INSTITUTE OF THE PHILADELPHIA COUNTY MEDICAL Society, 
Bellevue-Stratford Hotel, Philadelphia, March 29-April 1. Dr. Leandro M. 
Tocantino, 301 South 21st St., Philadelphia 3, Director. 


REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 


Kansas, Wichita, March 18. Dr. Walter L. Schafer, 401 North Emporia 
St., Wichita 2, General Chairman. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

IpAHOo, Sun Valley, Sun Valley Lodge, April 18-20. Dr. James H. 
Hawley, 105 North 8th St., Boise, Chairman. 

Ruope IsLanp, Providence, Sheraton-Biltmore Hotel, Mar. 3-5. Dr. Henri 
E. Gauthier, 34 Hamlet Ave., Woonsocket, Chairman. 

TENNESSEE, Nashville, Dinkler-Andrew Jackson Hotel and War Me- 
morial Bldg., April 4-6. Dr. James A. Kirtley Jr., 104 Twentieth Ave. 
North, Nashville, Chairman. 

SOUTHEASTERN ALLERGY ASSOCIATION, Orang: Court Hotel, Orlando, Fla., 
March 25-26. Dr. Katharine B. MacInnis, 1515 Bull St., Columbia 1, S. C., 
Secretary. 

TENNESSEE STATE MEDICAL ASSOCIATION, Read House, Chattanooga, April 
10-13. Dr. R. H. Kampmeier, 706 Church St., Nashville 3, Secretary. 
WESTERN BRANCH, AMERICAN PusBLIC HEALTH ASSOCIATION, Phoenix, Ariz., 

April 19-22. Mrs. L, Amy Darter, Division of Laboratories, State Dept. 

of Public Health, Berkeley, Calif., Secretary. 


FOREIGN AND INTERNATIONAL 

AUSTRALASIAN MEDICAL Conoress, Sydney, N.S.W., Australia, Aug. 20-27. 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Sydney, N.S.W., Australia. 

BriTIsH MEDICAL ASSOCIATION, Representative Meeting, London, England, 
June 1-4. Dr. A. Macrae, B.M.A. House, Tavistock Square, London, 
W.C.1, England, Secretary. 

CANADIAN AND BritIsH MEDICAL Associations, Joint Meeting, Toronto, 
Canada, June 20-22. Dr. Arthur D. Kelly, 244 St. George St., Toronto, 
Canada, General Secretary. 


COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25. Mr. J. H. Harley Williams, Tavistock 
House North, Tavistock Square, London, W.C.1, England, Secretary 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsycHoLocy, Lon- 
don, England, July 18-23. Dr. C. B. Frisby, National Institute of Indus- 
trial Psychology, 14 Welbeck St., London, W.1, England, President. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF PSYCHOTECHNOLOGY, London, 
England, July 18-23. For information write: Dr. C. B. Frisby, Director, 
National Institute of Industrial Psychology, 14 Welbeck St., London, 
W.1, England. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
Broncui, Stockholm, Sweden, June 18-19. For information write: Dr. 
J. M. Lemoine, 187 boulevard St. Germain, Paris 7°, France. 
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CONGRESS OF INTERNATIONAL DIABETES FEDERATION, Cambridge, England, 
July 4-8. Mr. James G. L. Jackson, 152 Harley St., London, W.1, England, 
Executive Secretary General. 

CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29. Dr. L. Dejardin, 141 rue Belliard, Brussels, Belgium, General 
Secretary. 

EUROPEAN CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether- 
lands, June 13-17. Dr. H. van Swaay, Pieter Bothstraat 12, The Hague, 
Netherlands, Secretary. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Bournemouth, 
England, April 26-29. Mr. P. Arthur Wells, Royal Sanitary Institute, 90 
Buckingham Palace Road, London, S.W.1, England, Secretary. 

HISPANO-PORTUGUESE CONGRESS OF OBSTETRICS AND GYNECOLOGY, Seville, 
Spain, April 13-16. Dr. M. Recasens, Calle Munoz Olive 7, Seville, Spain, 
General Secretary. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29. Dr. Eugene P. Pendergrass, 3400 Spruce St., 
Philadelphia 4, Pa., U. S. A., Secretary-General. 

INTERNATIONAL ANATOMICAL Conoress, Paris, France, July 25-30. Prof. Gas- 
ton Cordier, 45, rue des Saints-Péres, Paris 6°, France, Secretary-General. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-12. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 7¢, 
France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2—. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8°, France. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Belgium, Aug. 1-6. 
Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary-General. 
INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31. Professor Hauduroy, 19 rue Cesar Roux, Lausanne, 

Switzerland, Secretary-General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, Freiburg 
i,Br., Germany, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse, 
55, Freiburg i,Br., Germany, Chairman. 

INTERNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C. Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 12- 
17. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Diseases, 
London, W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF PLasTic SuRGERY, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsala, Sweden, 
General Secretary. 

INTERNATIONAL CONGRESS ON Urinary Litniasis, Evian, France, Sept. 2-4, 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 

INTERNATIONAL CONGRESS OF UroLocy, Athens, Greece, April 10-18. Dr. 
Z. Kaires, 25, rue Voukourestion, Athens, Greece, Secretary General. 

INTERNATIONAL Hosprtat ConGress, Lucerne, Switzerland, May 30-June 3. 
Capt. J. E. Stone, International Hospital Federation, 10 Old Jewry, Lon- 
don, E.C.2, England, Hon. Secretary. 

INTERNATIONAL MEDICAL CONoRESS, Verona, Italy, Sept. 1-4. For information 
write: % Offices of the International Verona Fair, Piazza Bra., Verona, 
Italy. 

INTERNATIONAL SOCIETY FOR THE STUDY OF BIOLOGICAL RHYTHMS, Stock- 
holm, Sweden, Sept. 15-17. For information write: Prof. Ture Petrén, 
Karolinska Institutet, Stockholm 60, Sweden. 

INTERNATIONAL SuRGICAL CONGRESS, Geneva, Switzerland, May 23-26. Dr. 
Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secre- 
tary-General. 

INTERNATIONAL SYMPOSIUM ON CARDIOVASCULAR SuRGERY, Henry Ford 
Hospital, Detroit, Michigan, U. S. A., March 17-19. Dr. Conrad R. Lam, 
2799 West Grand Boulevard, Detroit 2, Michigan, U. S. A., Chairman of 
Program Committee. 

INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND OBSTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, June 27-28. Dr. Jacques Cour- 
tois, 1, rue Racine, Saint-Germain-en-Laye (S & O), France, Secretary- 
General. 


INTERNATIONAL UNION OF GYNECOLOGISTS AND OBSTETRICIANS, Paris, France, 
June 27-28. For information write: Dr. J. Courtois, 1, rue Racine, 
Saint-Germain-en-Laye, France. 


JaPAN MepicaL Conoress, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5. Dr. Mitsuharu Goto, University 
Hospital, Medical Faculty of Kyoto University, Kyoto, Japan, Secretary- 
General. 

LaTIN AMERICAN ELECTROENCEPHALOGRAPHICAL CONGRESS, Montevideo, Uru- 
guay, S. A., March 21-24, For information write: Dr. R. Arana-Iniquez, 
Convencion 1287, Montevideo, Uruguay, S. A. 


LaTIN AMERICAN NEUROSURGICAL CONGRESS, Montevideo, Uruguay, S.A., 
March 21-24. For information write: Dr. R. Arana-Iniquez, Convencion 
1287, Montevideo, Uruguay, S. A. 

Mimpp.ie East Mepicat AssemMsLy, Campus of American University of 
Beirut, Beirut, Lebanon, April 22-24. Dr. John L. Wilson, American Uni- 

versity of Beirut, Beirut, Lebanon, Chairman. 
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NEURORADIOLOGIC SYMPOSIUM, London, England, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1, England, 
Secretary. 


PaN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
15-22, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chi‘e, 
Secretary General. 


PAN AMERICAN CONGRESS ON RHEUMATIC DISEASES, Rio de Janeiro and 
Sao Paulo, Brazil, S. A., Aug. 14-20. For information write: Dr. 
Waldemar Bianchi, 126 Avenida Franklin D. Roosevelt, Rio de Janeiro, 
Brazil, S. A. 


VENEZUELAN CONGRESS OF MEDICAL SCIENCES, Caracas, Venezuela, S. A., 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General. 


WorLD CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept. 
5-10, For information write: Mr. W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 


Wor_p MEDICAL AssociaTION, Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary- 
General. 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BoaRD OF MEDICAL EXAMINERS: Parts I and II in 1955. April 
19-20 (Part II only), June 21-22, Sept. 6-7 (Part I only). Candidates may 
file applications at any time, but the National Board must receive them 
at least six weeks before the date of the examination. New candidates 
should apply by formal registration; registered candidates should notify 
the board by letter and forward their fees. Exec. Sec., Dr. John B. 
Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 15. Final date for 
filing applications was Jan. 15. Oral. Colorado Springs, March 27-31. 
New York City, Oct. 23-27. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., 
Hartford 15. © 

AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Written. Various 
centers, June 30. Oral. Washington, D. C., Oct. 14-16. To be eligible, 
candidates must complete 36 months of training by October 1. Fina! date 
for filing application is March 15. Exec. Sec., Miss Janet Newkirk, 129 E. 
52nd St., New York 22. 

AMERICAN BOARD OF INTERNAL Mepicine: Oral. Philadelphia, May 4-5; 
Washington, D. C., May 6-7; Portland, Ore., Sept. 14-16; Chicago, 
Nov. 30-Dec. 1. Subspecialties. Gastroenterology. Philadelphia, April 
22-23. Cardiovascular Disease. Chicago, Nov. 30. The closing date for 
acceptance of applications for gastroenterology was Feb. 1, and for 
cardiovascular disease the closing date is June 1. Exec. Sec., Dr. William 
A. Werrell, 1 West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Written. St. Louis, April 
28-30. Oral. New Haven, November. Final date for filing applications 
is April 1. Sec., Dr. Leonard T. Furlow, 660 South Kingshighway, St. 
Louis. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part I], Oral Examina- 
tion. Chicago, May 12-20. Case abstracts of candidates who participated 
in the Part I Examination must reach the office of the board not later 
than February 28. Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, 
Cleveland 6, 


AMERICAN BOARD OF OPHTHALMOLOGY: Practical Examinations. Philadel- 
phia, May 27-30; Chicago, Oct. 9-14. Final date for filing application for 
1955 practical examination was July 1, 1954. Written. January, 1956. 
Final date for filing application is July 1. Sec., Dr. Merrill J. King, 56 
Ivie Road, Cape Cottage, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SuRGERY: Part 1. Various locations, 
April. Final date for filing applications was Nov. 30, 1954. Sec., Dr. 
Harold A. Sofield, 122 South Michigan Ave., Chicago 3. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Written. Richmond, Va., March 
6-10. Oral. Chicago, Oct. 3-7. Final date for filing application is April. 
Sec., Dr. Dean M. Lierle, University Hospitals, lowa City. 


AMERICAN BOARD OF PATHOLOGY: Written and Practical Examination for 
Pathologic Anatomy and Clinical Pathology. Houston, April 4-6. Sec., 
Dr. William B. Wartman, 303 E. Chicago Ave., Chicago. 


AMERICAN BoarD OF PEDIATRICS: Oral. New Orleans, March 4-6; Detroit, 
April 1-3; New York City, June 10-12; Chicago, Oct. 7-9; and Wash- 
ington, D. C., Dec. 2-4. Admin. Sec., Mrs. John McK. Mitchell, 6 Cush- 
man Road, Rosemont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: Philadel- 
phia, June 5-6. The final date for filing applications is March 1. Sec., 
Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago 2. 

AMERICAN BOARD OF PLasTic SurRGERY: Entire Examination. Washington, 
D. C., April 30-May 2. Final date for filing case reports was Jan. 1. 
Corres. Sec., Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 
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AMERICAN BOARD OF PREVENTIVE MEDICINE: Certification in Public Health. 
Berkeley, New York, Boston, Baltimore, Minneapolis, and New Orleans, 
April 14-15; Kansas City, Mo., Nov. 10-12. Sec.-Treas., Dr. Ernest L. 
Stebbins, 615 N. Wolfe St., Baltimore 5. 

AMERICAN BoarD OF PROCTOLOGY: Part I. Philadelphia, May 7. It is possible 
that simultaneous examinations may be held in two other cities depending 
upon the geographic locations of candidates. Part II. Philadelphia, Sept. 
17. Sec., Dr. Stuart T. Ross, 131 Fulton Ave., Hempstead, N. Y. 


AMERICAN BOARD OF PsyCHIATRY AND NEUROLOGY: New Orleans, Feb. 28- 
March 1; San Francisco, mid-October; New York City, December. Sec., 
Dr. David A. Boyd, 102-110 Second Ave. S.W., Rochester, Minn. 


AMERICAN BOARD OF RADIOLOGY: Chicago, week of May 22; week of 
Dec. 4. Final date for filing applications for the spring examination was 
Dec. 1, 1954. Candidates who will complete the required three years’ 
training by June 30 will be eligible to appear for examination in May, and 
those candidates who will complete their training by Dec. 31 will be 
eligible to appear for examination in the fall. Sec., Dr. B. R. Kirklin, 429 
First National Bank Bidg., Rochester, Minn. 


AMERICAN BOARD OF SurGerY: Part I. March 30. Part II. Cincinnati, 
March 14-15; San Francisco, April 18-19; Boston, May 16-17; Phila- 
delphia, June 13-14. Sec., Dr. John B. Flick, 255 S. Fifteenth St., 
Philadelphia 2. 

THE BoarD OF THORACIC SuRGERY: Written. Feb. 25. Final date for filing 
applications was Jan. 1. Sec., Dr. Wm. M. Tuttle, 1151 Taylor Ave., 
Detroit 2. 
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The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JouRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Sunday, Feb. 27 
CBS-TV, 4:30 p. m. EST. “Search” reports the results of 
cardiovascular research at the physiological hygiene labo- 
ratory of the University of Minnesota. 


ABC-TV, 9:15 p. m. EST. Ciba’s “Horizons.” 


Monday, Feb. 28 


NBC-TV, 9 p. m. “Medic” explains congenital aneurysm 
in a story called “Death Is a Red Balloon.” 


ABC-TV, 8 p. m. EST. “TV Reader’s Digest” presents the 
story of an eminent brain surgeon who comes out of retire- 
ment to save the life of an old-time enemy’s grandson. 


MAGAZINES 


Coronet, March, 1955 
“Let’s Close Our Backyard Clinics,” by Lucille Britt 
An excellent health education article that warns against fol- 
lowing medical advice handed out by friends and neighbors 
and points out the dangers of taking medicine prescribed 
for another person. 


“Ever Had Migraine?” by Caro W. Lippman, M.D., and 

Margaret Lippman 
“Migraine is an inherited chemical imbalance which renders 
the body over-sensitive to all mental and physical influ- 
ences.” Estimating 30 million Americans have migraines, 
the authors describe the condition and the common traits 
of patients who suffer from such headaches. Pointing out 
that “there is no cure,” the article concludes with preven- 
tive suggestions and a list of the “four general groups” of 
medication: vitamins, analgesics and hypnotics, narcotics, 
and ergotamine derivatives. 


Collier’s, March 4, 1955 
“35 Questions and Answers on the Common Cold” 


Prefaced with the report that “industry has decided to make 
a concerted attack on the elusive indomitable ailment” that 
costs “the American economy a staggering $5,000,000,000 
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a year in wages, production and medical expense,” the 
article answers questions ranging from “How old is the 
common cold?” to “Is there any hope of ever finding the 
cause of... and acure... ?” 


Cosmopolitan, March, 1955 
“What You Should Know About Psychiatry,” by Maurice 
Zolotow 
An interview with psychiatrist Clara Thompson, M.D., of 
New York City. Dr. Thompson explains the specialty and 
describes some of the techniques used. 


“Against the Chronic Cough,” by Lawrence Galton 
In a brief discussion of chronic cough, the author reports 
on the effectiveness of Romilar hydrobromide as a cough- 
suppressing agent. 

“Husband-and-Wife Diet,” by Walter Ross 
The magazine presents a diet plan that enables “a wife 
to diet while her husband [doesn’t] . . . and vice versa. . . 


without making it necessary to go to all the trouble of pre- 
paring two different meals.” 


Ladies Home Journal, March, 1955 
“Eating for Better Health,” by Margaret Hickey 
The Citizens’ Health Committee of Henderson County Ken- 
tucky (organized by Dr. Bruce Underwood as the first of 
60 such committees in the state) has successfully changed 


local eating habits through a nutrition program in the 
schools, 


Everywoman’s, March, 1955 

“What Price Health?” by Jack Harrison Pollack 
“The American Medical Association and alert state and 
local medical societies are sparking [a] movement to im- 
prove doctor-patient relations.” The author points out that 
“the old hush-hush attitude towards medical bills” has been 
scrapped and urges patients to “discuss fees with your doc- 
tor or hospital in advance.” If a dispute arises over a fee, 
he recommends taking the matter up with the grievance 
committee of state and local medical societies. 


Woman’s Home Companion, March, 1955 
“Are These the Most Loved Children?” by J. D. Radcliff 
A report on artificial insemination. The author discusses 
many facets of the procedure—including ethical and legal 
aspects, attitude of the sterile husband, selection of donors, 
and technical steps involved in creating pregnancy. 
“How Long Will It Keep?” 


Pointing out that many medical chest remedies can become 
“ineffective or downright dangerous” from age, the article 
“tells how long various remedies should last and how best 
to keep them.” 
“Dr. Spock’s Baby and Child Care Cookbook,” by Benjamin 
Spock, M.D., and Miriam E. Lowenberg 
Dr. Spock collaborates with a nutritionist in an article 
that discusses child feeding and offers specific recipes for 
children. 


Pageant, March, 1955 
“The Coming Scramble for Polio Vaccine,” by Leonard Engel 
The author says the report on Salk’s vaccine “will be the 
starting gun for one of the greatest ‘land rushes’ in medical 
history. Most families will want to get the vaccine for their 
children as soon as possible, but a lot won’t get it.” The 
article explains the vaccine supply situation and describes 
the work of University of Michigan experts preparing the 
report on last year’s trials. 

“How to Add 10 Years to Your Life,” by Julian M. Snyder 
Dr. Thomas K. Cureton, Director of the University of Illi- 
nois Physical Fitness Research Laboratory, has worked out 
a physical conditioning program that he says can add 10 
years to a life span. 
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DEATHS 


Solomon, Walter Maximilian ® Cleveland; born in Detroit 
July 26, 1900; Western Reserve University School of Medicine, 
Cleveland, 1934; assistant clinical professor of medicine at his 
alma mater; specialist certified by the American Board of In- 
ternal Medicine and the American Board of Physical Medicine 
and Rehabilitation; after an internship at St. Vincent’s Hospital, 
served as a resident at Cleveland City Hospital; served during 
World War I; a lieutenant colonel in the U. S. Army in the South 
Pacific during World War II, and for outstanding service was 
awarded the Bronze Star medal; in 1954 chairman of the Section 
on Physical Medicine and Rehabilitation of the American Medi- 
cal Association; past president of the American Congress of 
Physical Medicine and Rehabilitation; fellow of the American 
College of Physicians; received national recognition through a 
Presidential citation for his work in rehabilitation in Ohio; con- 
tributor to Glasser’s “Medical Physics,” Soden’s “Rehabilitation 
of the Handicapped,” and Bierman and Licht’s “Physical Medi- 
cine in General Practice”; rendered outstanding service to the 
Archives of Physical Medicine and Rehabilitation as an editor 
for many years and more recently as chairman of the editorial 
board; served on the staffs of St. Luke’s, City, St. Vincent 
Charity, and the Veterans Administration hospitals; in January, 
1954, joined the department of physical medicine and rehabilita- 
tion at the Cleveland Clinic, where he died Dec. 30, aged 54, of 
a brain tumor, 

Guthrie, Riley Henry ® Bethesda, Md.; born in Smithville, Ark., 
Jan. 9, 1895; University of Tennessee College of Medicine, 
Memphis, 1921; specialist certified by the American Board of 
Psychiatry and Neurology; member of the American Psychiatric 
Association, American Association for the Advancement of 
Science, International League Against Epilepsy, New England 
Society of Psychiatry, Massachusetts Medical Society, and the 
American Psychopathological Association; formerly professor of 
clinical psychiatry at Georgetown University School of Medicine 
in Washington, D. C.; at one time assistant clinical professor of 
psychiatry and mental hygiene at Yale University School of 
Medicine in New Haven, Conn.; assistant physician at the Little 
Rock (Ark.) State Hospital from 1923 to 1926 and the Massillon 
State Hospital in Massillon, Ohio, 1927-1928; medical officer at 
the Boston Psychopathic Hospital, 1928-1929, and chief execu- 
tive officer from 1935 to 1939; assistant superintendent of the 
Monson State Hospital at Palmer, Mass., from 1929 to 1935, 
when he became assistant to the Massachusetts state commis- 
sioner of mental diseases; on the staff of St. Elizabeth’s Hospital 
in Washington, D. C., as first assistant physician from 1939 to 
1945, when he became superintendent of the Norwich (Conn.) 
State Hospital, serving until 1948; consultant to the National 
Institute of Mental Health since 1948; died Oct. 23, aged 59, 
of coronary disease. 


Brindley, Paul © Galveston, Texas; born in Maypearl Dec. 27, 
1896; University of Texas School of Medicine, Galveston, 1925; 
in 1925 joined the faculty of his alma mater as instructor in 
pathology, in 1926 became adjunct professor, in 1927 associate 
professor, and since 1929 chairman of the department and 
professor of pathology; specialist certified by the American 
Board of Pathology; past president of the Texas Society of 
Pathologists and the Galveston County Medical Society; member 
of the American Association for the Advancement of Science, 
American Association of Pathologists and Bacteriologists, Inter- 
national Association of Medical Museums, College of American 
Pathologists, and the American Society of Clinical Pathologists; 
fellow of the American College of Physicians; honorary president 
of the Galveston Unit of the American Cancer Society; pathol- 
ogist-in-chief at John Sealy and University of Texas Medical 
Branch hospitals; consultant pathologist, U. S. Public Health 
Service Hospital; died Dec. 28, aged 58, of a heart attack. 


Hollingsworth, Russell Kuhner ® San Fernando, Calif.; born in 
Washington, D. C., March 21, 1897; George Washington Univer- 
sity School of Medicine, Washington, D. C., 1920; specialist 





@ Indicates Member of the American Medical Association, 





certified by the American Board of Surgery; member of the 
American Trudeau Society; fellow of the American College of 
Surgeons; at one time associate in surgery at his alma mater; 
formerly chief of thoracic surgery at Providence Hospital, and 
a member of the staff in thoracic surgery at Doctors and Sub- 
urban hospitals in Washington, D. C.,; where he was consulting 
thoracic surgeon to St. Elizabeths, Mount Alto Veterans, and 
U. S. Naval hospitals; in 1949 left Washington to become chief 
of thoracic surgery at the Newton D. Baker Veterans Hospital 
in Martinsburg, W. Va.; since July, 1954, chief of surgery at 
the Veterans Administration Hospital in San Fernando, where 
he died Oct. 22, aged 57, of myocardial infarction. 


Howard, John Clair Jr. ® Kansas City, Mo.; born in Kansas 
City April 29, 1910; University of Arkansas School of Medicine, 
Little Rock, 1938; specialist certified by the American Board of 
Otolaryngology; member of the Industrial Medical Association, 
American Academy of Ophthalmology and Otolaryngology, and 
the American Laryngological, Rhinological and Otological 
Society; fellow of the American College of Surgeons; associate, 
otorhinolaryngology, at the University of Kansas School of 
Medicine in Kansas City, Kan.; on the staffs of the Children’s 
Mercy Hospital, Kansas City General Hospital, Menorah, St. 
Mary’s, and St. Luke’s hospitals; served during World War IL; 
died Nov. 24, aged 44, of coronary occlusion. 


Hickey, Harold Lowry ® Denver; born Nov. 15, 1892; North- 
western University Medical School, Chicago, 1917; certified by 
the National Board of Medical Examiners; specialist certified 
by the American Board of Otolaryngology; past president of 
the Colorado Otolaryngological Society; member of the Ameri- 
can Academy of Ophthalmology and Otolaryngology, American 
Laryngological Association, and the American Laryngological, 
Rhinological and Otological Society; for many years on the 
faculty of the University of Colorado School of Medicine; on 
the staffs of the Children’s Hospital and St. Luke’s Hospital, 
where he died Dec. 31, aged 62, of coronary thrombosis. 


Eiman, John © Abington, Pa.; born in Courland, Russia, Jan. 26, 
1886; University of Pennsylvania School of Medicine, Phila- 
delphia, 1918; associate professor of pathology at the Medico- 
Chirurgical College, Graduate School of Medicine, University 
of Pennsylvania, Philadelphia; member of the College of 
American Pathologists and the American Society of Clinical 
Pathologists; specialist certified by the American Board of 
Pathology; fellow of the American College of Physicians; for 
many years director of laboratory at Abington Memorial 
Hospital; died in Guadalajara, Mexico, Dec. 4, aged 68, of 
dissecting aneurysm of the aorta. 


Frank, Lorenz William ® Denver; born in Kewanee, IIl., in 1887: 
University of Nebraska College of Medicine, Omaha, 1911; at 
one time on the faculty of the University of Colorado School 
of Medicine; specialist certified by the American Board of 
Internal Medicine; past president of the Denver Public Health 
Council; member of the American College of Chest Physicians 
and the American Trudeau Society; formerly constitutional 
secretary of the Colorado State Medical Society; fellow of the 
American College of Physicians; on the staff of the Colorado 
General, St. Joseph’s, and St. Luke’s hospitals; died Nov. 18, 
aged 67, of coronary occlusion. 


Gordon, Harold Jackson ® Washington, D. C.; born in Sheakley- 
ville, Pa., Aug. 12, 1890; Western Reserve University School of 
Medicine, Cleveland, 1916; served overseas during World War I 
and was awarded the distinguished service cross and silver star 
decoration; received a certificate of merit for service during 
World War II; for many years in charge of the venereal disease 
program of the health department of Akron, Ohio, and later 
venereal! disease control officer of the state department of health; 
affiliated with the Veterans Administration as a member of the 
Board of Veterans Appeals; died in Arlington (Va.) Hospital 
Oct. 16, aged 64, of coronary thrombosis. 
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Allen, Ira A. B. ® Seaford, Del.; Maryland Medical College, 
Baltimore, 1905; on the staff of the Nanticoke Memorial Hos- 
pital; member of the board of directors of the First National 
Bank of Seaford; died Dec. 14, aged 75, of acute coronary 
thrombosis. 


Aimes, George F., Eaton, Ind.; Medical College of Fort Wayne, 
1882; member of the Indiana State Medical Association; died 
Dec. 25, aged 95. 


Atkins, Clarence Howard, Albuquerque, N. M.; Keokuk (Iowa) 
Medical College, College of Physicians and Surgeons, 1906; died 
Nov. 25, aged 74. 


Bacon, Albert Sumner, Albany, Ga.; University of Georgia 
Medical Department, Augusta, 1904; died Jan. 10, aged 70, of 
pulmonary edema and Parkinson’s disease. 


Baker, Edwin Lamar ® Western State Hospital, Tenn.; (licensed 
in Tennessee in 1912); served as superintendent of the Western 
State Hospital; died Dec. 29, aged 65, of glioblastoma. 


Baker, John Elliott ® Hopkinsville, Ky.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1945; interned at the 
Touro Infirmary in New Orleans, where he was a resident; served 
as a captain in the medical corps, U. S. Army; died in Vanderbilt 
University Hospital, Nashville, Tenn., Dec. 9, aged 34, of acute 
anterior poliomyelitis. 

Baptist, John @ Omaha; Central College of Physicians and 
Surgeons, Indianapolis, 1905; died in Sacramento, Calif., Dec. 3, 
aged 83, of coronary occlusion. 


Barnes, John Steele ® Albuquerque, N. M.; Yale University 
School of Medicine, New Haven, 1891; member of the State 
Medical Society of Wisconsin; specialist certified by the Ameri- 
can Board of Ophthalmology; for many years practiced in Mil- 
waukee; died Dec. 8, aged 87, of cerebral vascular accident and 
arteriosclerotic heart disease. 


Basil, George Chester ® Annapolis, Md.; University of Maryland 
School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1927; also a graduate in pharmacy; past president of 
the Anne Arundel County Medical Society; at one time a mis- 
sionary in China; on the staff of the Anne Arundel General 
Hospital; vice-president of the Coca Cola Bottling Company and 
director of the Farmers National Bank; joint author of “Test 
Tubes and Dragon Scales”; died Dec. 5, aged 52, of coronary 
thrombosis. 


Bellwin, Abraham, New York City; University of Saratov 
Faculty of Medicine, Russia, 1922; died in the Mount Sinai 
Hospital Dec. 20, aged 67, of myelopathy of the spine. 


Berghs, Lyle Vernon, Kiester, Minn.; University of Minnesota 
Medical School, Minneapolis, 1929; served during World War 
II; died in Albert Lea Township, Minn., Dec. 6, aged 49, of 
acute coronary occlusion. 


Biggar, Henry Raymond @ Flint, Mich.; University of Vermont 
College of Medicine, Burlington, 1904; died Dec. 17, aged 73. 


Biscoe, Gibbs ® Dumas, Ark.; Jefferson Medical College of 
Philadelphia, 1909; member of the American Academy of 
General Practice; died in Desha County Hospital Dec. 25, aged 
74, of coronary occlusion. 


Bitler, Joseph Ciavence, Hammonton, N. J.; Hahnemann Medical 
College and Hospital of Philadelphia, 1899; served during World 
War I; a director of the Peoples Bank and Trust Company; 
surgeon of tne Pennsylvania Railroad, Camden division; died 
Dec. 10, aged 80, of arteriosclerosis. 


Boehmer, Ludwig A. ® Douglaston, N. Y.; Rheinische Friedrich- 
Wilhelms-Universitat Medizinische Fakultét, Bonn, Prussia, 
Germany, 1922; on the staff of the Mary Immaculate Hospital; 
died Dec. 23, aged 56, of heart failure. 


Boose, William R., Falls City, Neb.; Rush Medical College, 
Chicago, 1904; for many years division surgeon for the Missouri 
Pacific Railroad; died in the Missouri Methodist Hospital in St. 
Joseph, Mo., Nov. 7, aged 80, of carcinoma of the left kidney. 


Braddy, Wade Hampton, Burlington, N. C.; University of North 
Carolina School of Medicine, Chapel Hill, 1909; member of the 
Medical Society of North Carolina; died in Alamance General 
Hospital Nov. 5, aged 70, of cerebral thrombosis and diabetes. 
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Bradford, Jerome Callaway ® Mart, Texas; Baylor University 
College of Medicine, Dallas, 1923; past president of the Mc- 
Lennan County Medical Society; interned at the Baylor Hospital 
in Dallas; served during World War I; died in Tyler Dec. 17, 
aged 58, of carcinoma of the lung. 


Brandle, Gustav Edward, Hollywood, Fla.; Chicago College of 
Medicine and Surgery, 1915; practiced in Chicago for many 
years; died Jan. 16, aged 77, of cerebral hemorrhage, arterio- 
sclerosis, and diabetes mellitus. 


Branfman, Theodore: George ® New York City; New York 
University College of Medicine, New York, 1946; certified by 
the National Board of Medical Examiners; interned at the Belle- 
vue Hospital, where he served a residency; at one time a resident 
at the U. S. Marine Hospital; services terminated with the U. S. 
Public Health Service July 15, 1949; died Dec. 26, aged 32. 


Brown, Henry Molyneaux ® Wilmington, Ohio; University of 
Cincinnati College of Medicine, 1913; member of the West 
Virginia State Medical Association; served during World War I; 
retired as plant physician for E. I. duPont de Nemours Company 
at Belle, W. Va., on May 1, 1953, after 33 years’ service; ac- 
cepted an appointment as county health commissioner of Clinton 
County; died in Fort Lauderdale, Fla., Jan. 10, aged 64, of 
myocardial infarction. 


Cook, MacDonald ® Louisville, Ky.; University of Louisville 
Medical Department, 1909; died in St. Joseph Infirmary Dec. 27, 
aged 73, of coronary occlusion and diabetes mellitus. 


Curtiss, Walter Wilford Hall @ Dennison, Ohio; Ohio State 
University College of Medicine, Columbus, 1914; medical officer 
attached to the British Army during World War I; on the staff 
of the Twin City Hospital, where he died Dec. 21, aged 69, of 
ventricular fibrillation. 


Frobisher, Hamilton Biggam ® Tucson, Ariz.; Tulane University 
of Louisiana Schoo! of Medicine, New Orleans, 1921; served 
during World War II; died Nov. 10, aged 62, of acute myocardial 
infarction. 


Gillam, John Robert, Mart, Texas; Medical Department of 
Tulane University of Louisiana, New Orleans, 1894; vice-presi- 
dent of the First National Bank of Mart; died in the Hillcrest 
Hospital, Waco, Dec. 7,aged 86, of complications as the result 
of a hip fracture. 


Gladney, James Clifford @ Jasper, Ala.; Jefferson Medical 
College of Philadelphia, 1924; past president of the Walker 
County Medical Society; served overseas during World War I; 
chairman of the board, Walker Junior College; on the staffs of 
the Walker County and Peoples hospitals; died Dec. 13, aged 60, 
of coronary occlusion. 


Granger, Ernest Elmer, Ottawa, IIl.; Baltimore Medical College, 
1903; also a pharmacist; died in the Ryburn-King Hospital 
Dec. 27, aged 77, of cancer. 


Grimball, Isaac Hobart ® Greenville, S. C.; Medical College of 
the State of South Carolina, Charleston, 1914; member of the 
American Academy of Pediatrics; past president of the Green- 
ville County Medical Society and the South Carolina Pediatric 
Society; served during World War I; died Nov. 28, aged 63. 


Gulick, John Duncan @ Schenectady, N. Y.; Albany (N. Y.) 
Medical College, 1912; an associate member of the American 
Medical Association; specialist certified by the American Board 
of Otolaryngology; member of the American Academy of Oph- 
thalmology and Otolaryngology and the American College of 
Allergists; member of the National Guard and served on the 
Mexican border in 1916; served during World War I; on the staff 
of the Ellis Hospital; died Dec. 24, aged 73. 


Hagenow, Le Roy K. ® East Greenwich, R. I.; Baltimore 
Medical College, 1898; member of the American College of 
Chest Physicians; on the staff of St. Joseph’s Hospital in Provi- 
dence; died Dec. 27, aged 80, of carcinoma of the bladder. 


Hardinger, John Daniel, Gays, Ill.; Marion-Sims College of 
Medicine, St. Louis, 1896; served as mayor, and as president of 
the school board; a director of the old Farmers State Bank; 
died Dec. 28, aged 84, of cerebrovascular accident. 
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Harper, Thomas Fletcher ® Coleman, Ga.; Atlanta College of 
Physicians and Surgeons, 1905; died Nov. 27, aged 73, of acute 
coronary occlusion. 


Hebard, Charles Everett ® Tampa, Fla.; Detroit College of 
Medicine and Surgery, 1918; served during World War II; on 
the staffs of the Municipal and St. Joseph’s hospitals; died 
Nov. 10, aged 63, of cancer. 


Hempstid, Irl Edwin ® Hutchinson, Kan.; St. Louis University 
School of Medicine, 1915; past president of the Reno County 
Medical Society; served during World War I; fellow of the 
American College of Surgeons; on the staffs of St. Elizabeth and 
Grace hospitals; died Dec. 19, aged 63, of Parkinson's disease. 


Herz, Karl K. ® Hornell, N. Y.; Georg August-Universitat 
Medizinische Fakultaét, Gé6ttingen, Prussia, Germany, 1920; 
served with the German army during World War I; on the staffs 
of Bethesda Hospital and St. James Mercy Hospital, where he 
died Dec. 12, aged 61, of hypernephroma of the left kidney. 


Heymann, Hans H. ® New York City; Albert-Ludwigs-Univer- 
sitat Medizinische Fakultaét, Freiburg, Baden, Germany, 1908; 
died in the Roosevelt Hospital Jan. 5, aged 71, of coronary 
thrombosis. 


Hines, Mike ® Abingdon, Va.; University of Virginia Depart- 
ment of Medicine, Charlottesville, 1926; on the staff of the 
Johnston Memorial Hospital; died Dec. 17, aged 55, of coronary 
occlusion. 


Horne, Benjamin W., Philadelphia; Jefferson Medical College of 
Philadelphia, 1901; died Dec. 12, aged 78, of heart disease. 


Horning, Henry, St. Petersburg, Fla.; Medico-Chirurgical College 
of Philadelphia, 1898; died Oct. 23, aged 80. 


Hunter, Elmer Noble © Detroit; University of Minnesota Medi- 
cal School, Minneapolis, 1926; on the staffs of the Detroit 
Memorial and Delray hospitals; died in the Memorial Hospital, 
Hollywood, Fla., Dec. 22, aged 52, of acute bacterial endo- 
carditis. 


Jacobsen, Jess Ferdinand © Hillsborough, Calif.; University of 
California Medical School, San Francisco, 1935; for two years 
assistant medical officer at Alcatraz prison; on the staff of St. 
Francis Hospital in San Francisco; associate member of the 
American Medical Association; died in Peninsula Hospital, 
Burlingame, Dec. 19, aged 50, of coronary occlusion. 


Johnson, Carrol Allen Sr., Ardmore, Okla.; University Medical 
College of Kansas City, Mo., 1904; for many years practiced in 
Wilson, where he was mayor; served during World War I; on 
the staffs of the Ardmore Sanitarium and Hospital and the Hardy 
Sanitarium, where he was formerly chief of staff, and where he 
died Dec. 19, aged 73, of pneumonia. 


Kilpatrick, Andrew Jones ® Augusta, Ga.; University of Georgia 
Medical Department, Augusta, 1896; served as clinical professor 
of obstetrics at his alma mater and on his retirement was made 
clinical professor emeritus; member of the South Atlantic Asso- 
ciation of Obstetrics and Gynecology; died Jan. 10, aged 80, of 
cor pulmonale, 


Kitts, Henry Lofton ® Knoxville, Tenn.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1919; on the staff 
of St. Mary’s Memorial Hospital, where he died Dec. 14, 
aged 63, of cerebral hemorrhage. 


Kleinpeter, Ewell Augustus, Thibodaux, La.; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1903; 
member of the Louisiana State Medical Society; served during 
World War I; for many years on the staff of the Lafourche parish 
health unit; on the staff of St. Joseph Hospital; died Nov. 19, 
aged 77, of a cerebral vascular accident. 


Kornfield, Harry Fremont ® Philadelphia; Jefferson Medical 
College of Philadelphia, 1940; on the staff of the Northern 
Division of the Einstein Medical Center; served during World 
War I; died Dec. 26, aged 46, of coronary occlusion. 


Kramer, Leon ® Gahanna, Ohio; Starling Medical College, 
Columbus, 1906; for many years practiced in Columbus, where 
he was on the staffs of the Grant Hospital and St. Ann’s Hospital 
for Women; died Dec. 27, aged 72, of coronary thrombosis. 
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Lipson, Barnett © Los Angeles; McGill University Faculty of 
Medicine, Montreal, Canada, 1928; specialist certified by the 
American Board of Pediatrics; pediatrician for the child division 
of the city health department; on the staffs of the California 
Babies’ and Children’s Hospital, Cedars of Lebanon Hospital, 
and Queen of Angels Hospital; died Nov. 12, aged 54, of acute 
coronary occlusion. 


Long, Horace Henry @ Mechanicsburg, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1932; served as 
staff physician at the Hershey Industrial School in Hershey; on 
the staff of the Seidle Memorial Hospital in Mechanicsburg; died 
in Harrisburg (Pa.) Hospital Oct. 21, aged 50, of cardiorenal 
disease. 

Long, Sara Jane @ Allen Park, Mich.; University of Michigan 
Medical School, Ann Arbor, 1925; certified by the National 
Board of Medical Examiners; died in the Harper Hospital, 
Detroit, Oct. 19, aged 51, of a cerebral vascular accident. 


Loughlen, John J., Olean, N. Y.; University of Buffalo School 
of Medicine, 1897; died Dec. 29, aged 81, of arteriosclerotic 
heart disease. 


Lowell, Francis Carroll ® Lancaster, Pa.; Jefferson Medical 
College of Philadelphia, 1913; an associate member of the 
American Medical Association; served during World War I; 
formerly physician for the Lancaster County Prison; medical 
examiner for several insurance companies; affiliated with St. 
Joseph’s Hospital; died Dec. 5, aged 71, of a heart attack. 


Lowman, Richard Clark ® Kansas City, Kan.; Kansas City 
(Mo.) Medical College, 1890; fellow of the American College 
of Surgeons; division surgeon for the Union Pacific Railway for 
many years; on the staff of St. Margaret’s Hospital, where he 
died Dec. 19, aged 87, of bronchopneumonia. 


McCall, Harold Francis ® Dixon, Ill.; Loyola University School 
of Medicine, Chicago, 1936; served during World War II; died 
in Chicago Dec. 30, aged 45, of coronary thrombosis and 
hypertension. 


McCuller, Daniel Culpepper, Bossier City, La.; Memphis (Tenn.) 
Hospital Medical College, 1912; member of the Louisiana State 
Medical Society; assistant coroner of Bossier Parish; died in 
Shreveport Nov. 17, aged 71, of coronary thrombosis. 


Mair, Harold Usborne @ Detroit; McGill University Faculty of 
Medicine, Montreal, Canada, 1923; served during World War II; 
on the staff of the Detroit Industrial Hospital and the Harper 
Hospital, where he died Dec. 21, aged 54. 


Mansperger, William Henry ® Buffalo; University of Buffalo 
School of Medicine, 1887; an associate member of the American 
Medical Association; for many years chief surgeon for the 
Deaconess Hospital, where he died Dec. 11, aged 88, of cerebral 
hemorrhage. 


Maris, Gerrit ® Sioux City, Iowa; State University of Iowa 
College of Medicine, Iowa City, 1906; fellow of the American 
College of Surgeons; served during World War I; for many 
years practiced in Hull, where he was medical director of the 
Hull Hospital; died Jan. 2, aged 72, of congestive heart failure 
and chronic myocarditis. 


Matthews, Vann Marshall @ Charlotte, N. C.; University of 
Pennsylvania School of Medicine, Philadelphia, 1918; served 
during World War I; affiliated with the Mercy Hospital, where 
he was at one time chief-of-staff; on the staffs of the Presbyterian, 
Memorial, and Good Samaritan hospitals; died Dec. 30, aged 64, 
of bronchogenic carcinoma. 


Mayer, Joseph Lewis, Somerville, Mass.; Middlesex College of 
Medicine and Surgery, Cambridge, 1923; died in Boston Dec. 4, 
aged 56, of cerebral embolism and auricular fibrillation. 


Myers, Ernest Edgar © Lexington, Ky.; University of California 
Medical School, San Francisco, 1925; specialist certified by the 
American Board of Orthopaedic Surgery; member of the Ameri- 
can Academy of Orthopaedic Surgeons; served during World 
War II; chief surgeon at the Shriners Hospital for Crippled 
Children; died Nov. 2, aged 55, in an automobile accident. 
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Nelson, William Laurence ® St. Louis; Washington University 
School of Medicine, St. Louis, 1901; member of the American 
Psychiatric Association and the American Orthopsychiatric 
Association; for many years director of St. Louis Municipal 
Psychiatric and Child Guidance Clinic; on the staffs of the 
Bethesda General, Evangelical Deaconess, and St. Vincent's 
hospitals; died Nov. 20, aged 75, of carcinoma of the colon 
and liver. 


Nevers, Harry Hill © Lawrence, Mass.; Medical School of Maine, 
Portland, 1903; on the staff of the Lawrence General Hospital, 
where he died Dec. 29, aged 78, of bronchiectasis and tumor of 
the mediastinum. 


Norman, John Francis ® Crookston, Minn.; Minneapolis College 
of Physicians and Surgeons, 1907; fellow of the American 
College of Surgeons; past president of the Northern Minnesota 
Medical Association; on the staffs of the Bethesda and St. 
Vincent’s hospitals; on the board that organized the Blue Shield 
program in Minnesota; died Nov. 29, aged 73, of cerebral 
hemorrhage and hypertension. 


Parker, George R., Enigma, Ga.; Georgia College of Eclectic 
Medicine and Surgery, Atlanta, 1899; for many years served as 
mayor; died Dec. 11, aged 78, of a heart attack. 


Peacock, Clifford Augustin, Columbus, Ga.; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1910; 
served overseas during World War I; for many years member 
of the county board of health; consultant, Columbus City 
Hospital and St. Francis Hospital; died Dec. 13, aged 68, of 
coronary thrombosis. 


Pessar, Harry T. ® New York City; Long Island College Hos- 
pital, Brooklyn, 1916; member of the American Trudeau Society; 
died in the Parsons Hospital, Flushing, Jan. 4, aged 67, of 
coronary thrombosis. 


Phillips, William Washington © Oxford, Miss.; North Carolina 
Medical College, Davidson, 1906; past president of the North 
Mississippi Medical Society, of which he was secretary and 
treasurer; in 1912 local registrar; died Dec. 20, aged 75, of a 
heart attack. 


Priestman, Gordon, Kings Park, N. Y.; University of Toronto 
Faculty of Medicine, Toronto, Canada, 1910; specialist certified 
by the American Board of Pathology; member of the American 
Psychiatric Association and the College of American Pathol- 
ogists; served on the staff of the Kings Park State Hospital, where 
he died Oct. 25, aged 70, of bronchopneumonia. 


Prior, Frank Hart ® Colorado Springs, Colo.; Northwestern 
University Medical School, Chicago, 1926; served during World 
War II; died in Denver Oct. 27, aged 58, of cirrhosis of the 
liver. 


Ramsey, Russell Thompson ® Denver; Medical College of Ohio, 
Cincinnati, 1887; died Dec. 11, aged 92, of arteriosclerosis. 


Rhodes, Frank Kavanaugh, Florence, S. C.; Medical College of 
the State of South Carolina, Charleston, 1911; member of the 
South Carolina Medical Association; died Dec. 19, aged 70, of 
cerebral hemorrhage and arteriosclerosis. 


Richardson, Leon Franklin ® Collins, Iowa; Rush Medical 
College, Chicago, 1900; past president of the Story County 
Medical Society; city health officer; on the staff of the lowa 
Lutheran Hospital; died Dec. 18, aged 77, of circulatory failure. 


Riehl, Fred William @ Milwaukee; Milwaukee Medical College, 
1903; formerly on the faculty of Marquette University School 
of Medicine; died Dec. 6, aged 84, of coronary occlusion. 


Rowe, William Henry ® Fairmont, Minn.; Rush Medical 
College, Chicago, 1909; served as first president of the staff of 
the Fairmont Community Hospital; died Dec. 2, aged 70, of 
cerebral hemorrhage. 


Rush, Weaver Aldus, Beatrice, Neb.; University of Nebraska 
College of Medicine, Omaha, 1912; specialist certified by the 
American Board of Radiology; member of the Radiological 
Society of North America and the American College of Radi- 
ology; served during World Wars I and II; on the staff of 
Lutheran Hospital; died in Veterans Administration Hospital, 
Los Angeles, Nov. 19, aged 72, of acute myocardial infarction. 
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Rutherford, John Burton, Wilmington, Del.; Baltimore Medical 
College, 1903; died Oct. 19, aged 76, of coronary thrombosis. 


Salmon, Charles Augustus ® Worcester, Mass.; Tufts College 
Medical School, Boston, 1917; served during World Wars I and 
Il; for many years school physician; affiliated with Worcester 
City Hospital and St. Vincent’s Hospital, where he died Dec. 9, 
aged 64, of coronary disease. 


Sayre, Ivan K. @ St. Charles, lowa; Drake University College 
of Medicine, Des Moines, 1913; councilor of the 10th district 
of the lowa State Medical Society; died in the lowa Lutheran 
Hospital in Des Moines Nov. 17, aged 65, of gastrointestinal 
hemorrhage. 


Schlapik, Alexander ® Kenosha, Wis.; Dearborn Medical Col- 
lege, Chicago, 1906; Northwestern University Medical School, 
Chicago, 1908; died in the Mount Sinai Hospital, Miami Beach, 
Fla., Dec. 11, aged 70, of aortic stenosis. 


Schneider, Albert Leo, Brady, Neb.; Chicago Medical School, 
1918; past vice-president of the Nebraska State Medical Associ- 
ation; member of the Association of Military Surgeons of the 
United States; served during World Wars I and II; died in Metho- 
dist Hospital, Omaha, Nov. 17, aged 67, of cirrhosis of the liver. 


Scott, Allen Grey, Nashville, Tenn.; Memphis (Tenn.) Hospital 
Medical College, 1912; formerly on the staff of St. Bernard’s 
Hospital in Jonesboro; died Dec. 29, aged 82, of heart disease. 


Shafer, Lee E. ® Davenport, Iowa; State University of lowa 
College of Medicine, lowa City, 1912; past president of the 
Scott County Medical Society; during World War I wounded 
twice in France and received the Croix de Guerre with palm; 
fellow of the American College of Surgeons; on the staffs of 
the Mercy Hospital and St. Luke’s Hospital, where he was 
president of the staff and where he died Nov. 24, aged 65, of 
myocardial infarction. 


Sheldon, John Glendon @ Kansas City, Mo.; Rush Medical 
College, Chicago, 1899; died Jan. 9, aged 79, of cerebral hemor- 
rhage. 


Sherrill, James Winn @ La Jolla, Calif.; Johns Hopkins Univer- 
sity School of Medicine, Baltimore, 1917; specialist certified by 
the American Board of Internal Medicine; member of the Asso- 
ciation for the Study of Internal Secretions; fellow of the Ameri- 
can College of Physicians; lecturer in medicine, University of 
California School of Medicine, San Francisco; medical director 
of the Scripps Metabolic Clinic-Hospital; died Jan. 4, aged 64, 
of arteriosclerotic heart disease. 


Sidweli, Clarence Edward ® Longmont, Colo.; Chicago College 
of Medicine and Surgery, 1910; specialist certified by the Ameri- 
can Board of Otolaryngology; member of the American Acad- 
emy of Ophthalmology and Otolaryngology; past vice-president 
of the Colorado State Medical Society; past president of the 
Boulder County Medical Society; served during World War 1; 
on the staff of St. Vrain Hospital; died Oct. 11, aged 77, of 
arteriosclerosis. 


Smith, E. Gerard ® Lancaster, Pa.; Jefferson Medical College 
of Philadelphia, 1930; specialist certified by the American Board 
of Ophthalmology; member of the American Academy of 
Ophthalmology and Otolaryngology and the Association for 
Research in Ophthalmology; associate in ophthalmology at the 
University of Pennsylvania Graduate School of Medicine; on the 
staff of the Lancaster General Hospital; died Nov. 20, aged 5], 
of coronary occlusion. 


DIED WHILE IN MILITARY SERVICE 





Lathrop, George Edward ® Lieutenant Colonel, U. S. 
Army, Detroit; Wayne University College of Medicine, 
Detroit, 1943; interned at Henry Ford Hospital, where 
he became a resident in the department of ophthalmology; 
served during World War II; entered the regular Army 
as a captain Nov. 18, 1947; died in the Brooke Army 
Hospital, San Antonio, Texas, Oct. 12, aged 41, of 
coronary thrombosis. 
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BRAZIL 


Sporotrichosis.—Sporotrichosis is frequently observed in the city 
of Sao Paulo. Among the deep dermatomycoses, it is second in 
frequency only to blastomycosis. In the files of the department 
of microbiology and immunology of the medical school of the 
Sao Paulo State University, there were 344 cases of sporotrichosis 
as of Dec. 31, 1953. In the outpatient service of the dermato- 
logical department of the University Hospital, 104 cases of 
sporotrichosis were observed during the period 1945 to 1953 
out of 20,470 patients, or 0.5%. Sporotrichosis was first described 
in the United States by Schenck in 1898. In Brazil, it was first 
recognized by Lutz and Splendore in 1908. Sampaio, Lacaz, and 
de Almeida in Revista do hospital das clinicas (9:391, 1954) 
reviewed the clinical aspects of the disease as observed in Sao 
Paulo. The 235 cases included in the study were patients attended 
by the authors. The cases were classified as (1) lymphatic or 
cutaneolymphatic, (2) localized cutaneous or dermoepidermic, 
(3) disseminated cutaneous, and (4) extracutaneous. The form 
most frequently observed and most typical was the cutaneo- 
lymphatic (76.2%). After the propagation of the fungus through 
the lymphatic vessels, an ulcerative or ulcerovegetative lesion 
is formed at the site of the inoculation, from which the inflamed 
lymphatics radiate, forming hard cords. The localized cutane- 
ous form occurs when, after the inoculation, the lymphatic 
vessels are not involved, thus escaping observation. The patho- 
logical process extends through the skin surface or deepens into 
the derma by continuity. This was observed in 22.5% of the 
patients. Many cases of these were of a verrucous type and had 
to be differentiated from cases of leishmaniasis, tuberculosis, 
and chromoblastomycosis; others of an ulcerative or ulcero- 
vegetative type had to be differentiated from tuberculosis, 
syphilis, and leishmaniasis; still others were of a furunculoid 
or acneform type; and a few were of other localized types. In 
the disseminated cutaneous category the fungus travels through 
the blood stream to other organs or systems, particularly to the 
skeletal system. This form was observed in 0.9% in this series. 
In the extracutaneous category the sporotrichosis may primarily 
involve the testis, synovial membranes, bones, mucosa, etc. This 
form occurred in 0.4%, probably as an extension from a cutane- 
ous form. 


Acute Thrombocytopenia and Chickenpox.—Although compli- 
cations from chickenpox are rare they do occur as a result of 
secondary infections or even through the action of the causative 
virus. Among the complications that may occur the hemorrhagic 
syndrome has been lately reported as one of the gravest. The 
mechanism of this syndrome in chickenpox is not known, but 
several hypotheses have been advanced. Veronesi and Amato 
in O hospital (46:213, 1954) report a case of acute thrombo- 
cytopenia in the course of chickenpox. A 19-year-old patient 
on the fourth day of his chickenpox showed symptoms of 
hemorrhage. His bleeding time was over 17 minutes in one of 
the determinations. The normal, and even shortened, clotting 
time indicated that the “coagulation factor” was not the cause. 
The blood count revealed a marked but transitory thrombo- 
cytopenia that, while present, coincided with the hemorrhagic 
syndrome. Examination of the bone marrow showed a deficiency 
in the thrombopoietic capacity of the megakaryocytes. As soon 
as the general condition of the patient and the level of the 
thrombocytes became normal, the bone marrow revealed a 
marked predominance of thrombocytopoietic megakaryocytes. 
The authors believe that the chickenpox virus itself could be 
the cause of an abnormality in both the bone marrow and the 
vascular endothelium. 


Cancer of the Tonsillar Region.—At a meeting of the Paulist 
Medical Association Dr. J. Arruda Botelho of the Sao Paulo 
Hospital Santa Cruz analyzed 17 patients with cancer of the 





The items in these letters are contributed by regular correspondents in 
the various foreign countries. 





tonsillar region occurring among 3,479 patients observed at the 
hospital between Oct. 1, 1949, and July 31, 1953. This repre- 
sented an incidence of 0.5%. Three were women and 14 were 
men. Eight were chronic alcoholics. A microscopic examination 
was made of 15 of the tumors: 13 were carcinomas, one was 
a lymphoblastic sarcoma, and one was a reticulosarcoma. In 
the 15 cases in which a microscopic examination was made, 
metastases were found in 13 patients. Because the initial stage 


* is usually silent, the patients, as a rule, are seen in an advanced 


stage of the disease. Blastomycosis, a condition frequently 
observed in Brazil, was always considered in the differential 
diagnosis. 


ENGLAND 


Immunization Against Virus A Influenza.—As the result of con- 
sultations between the Ministry of Health and the Medical Re- 
search Council, a Committee on Clinical Trials of Influenza 
Vaccine was formed by the Council in 1951 to carry out and 
coordinate further inquiries. This was necessary as the investi- 
gations conducted previously had met with only varying degrees 
of success, owing to changes in the virus antigens and to diffi- 
culties in insuring that the vaccine provided was suited to the 
particular strain causing the epidemic. Serologic trials in the 
winter of 1951-1952 resulted in the committee being able to 
stage in 1952-1953 a large-scale field trial of a vaccine contain- 
ing equal proportions of the FM and Liverpool strains, which 
had been responsible for the epidemic in early 1951. A control 
“antiinfluenza” vaccine was also used. About 13,000 volunteers 
were involved in the main trial in centers scattered throughout 
the United Kingdom. The extent of influenza A in the winter of 
the trial was limited, but it was clear that there was a 40% 
reduction in clinical influenza in the trial group as compared 
with the controls. The results were encouraging, and the com- 
mittee decided to proceed with the search for still more efficient 
vaccines. 

In view of the favorable reports received from the United 
States of the increased antigenic value of the oil-adjuvant as 
distinct from the saline type of vaccine, a comparative serologic 
trial was commenced in December, 1953, in groups of volunteer 
students in certain London hospitals and in Manchester and 
Sheffield. This trial is now almost complete and has demonstrated 
the much greater efficiency of the oil-adjuvant vaccine in anti- 
body production in the first six months after inoculation com- 
pared with the saline vaccines. At the same time, reactions 
either local or general from the oil-adjuvant vaccines have been 
almost negligible and even less than those experienced with the 
saline vaccine. 

In view of the possibility of outbreaks of virus A influenza 
in the coming winter, the committee decided that a further large- 
scale field trial should be carried out, and about 16,000 persons 
have volunteered in industrial and similar organizations through- 
out the United Kingdom. Three vaccines, one saline and two 
oil-adjuvant, all from the England 1954 A strain, will be under 
comparative trial, with a fourth (virus B) vaccine as a control, 
Equal numbers of the volunteers in each center will be inoculated 
with the vaccines, and special supervision will then be kept on 
them for four months, in the hope that in the event of any of 
the centers being attacked by influenza it will be possible to 
assess the relative preventive values of the vaccines under trial. 
An important innovation in this year’s vaccine trial is that 
special arrangements are being made in the main trial areas to 
detect the presence of influenza. In each of these areas a 
number of practitioners have agreed to take specimens for 
laboratory examination from persons with suspected cases of 
influenza every week for the duration of the trial. In this way 
it is hoped to determine the probable date of appearance and 
disappearance of influenza in the areas in which the volunteers 
live and to learn whether any outbreak is due to virus A or 
virus B. 














744 FOREIGN LETTERS 


Dedication of the War Memorial.—The memorial in the Court 
of Honor of the British Medical Association House in Tavistock 
Square was dedicated by the Archbishop of Canterbury on 
Nov. 2, 1954. The service began with a processional hymn, the 
singing being led by the choir of the Queen’s Chapel of the 
Savoy, and the music being played by the band of the Royal 
Army Medical Corps. After a prayer and some scriptural read- 
ings, the president of the British Medical Association, Sir John 
McNee, unveiied the memorial plaque and read the inscription: 


IN MEMORIAM 1939-1945 


In Honour of the Medical Men and Women of the British Empire and 
Commonwealth of Nations who gave their lives in the Second World War. 


The Archbishop began his dedicatory address by saying that 


he found the dedication of war memorials more and more - 


moving in significance as time went on. The 542 physicians 
honored “did their work in this war with far greater effect than 
in any previous war. There was better organization, better trans- 
port, new treatments, new drugs, and every new apparatus that 
the devotion and skill of the medical profession had brought 
within their reach. These men and women ministered to others, 
and in that ministry they themselves were taken.” 

The memorial takes the form of a central fountain, with four 
symbolic heroic-size figures. One statue represents Machaon, in 
a symbolic portrayal of Sacrifice. Machaon, said to have been 
a son of Aesculapius, was the first recorded medical casualty of 
war. Both a surgeon and a soldier, he fought in the Trojan wars, 
circa 1200 B. C. As a link with World War II, Machaon’s 
shield bears the symbols of Combined Operations. A second 
symbolic figure called Cure represents the post-Greek eras of 
medicine. A lancet is held in the right hand. The composition 
of the group is completed by two putti; one holds a dish for 
the receipt of blood after “cupping”; the other carries an early 
drill, used for the operation of trephining, and clasps the hand 
of the central figure. At the base of the group, the lore of the 
herbalists is suggested by the mandrake plant. The third figure 
of the period of Jenner is called Prevention and is holding an 
early microscope as a symbol of early research. The composition 
of the lower part of the group includes the representation of a 
dog and a sheep, signifying the discovery of the value of in- 
oculation in preventing disease. The last figure called Aspiration 
is an idealized representation of Motherhood leading forward a 
child into the future. At the base of the group fruits are intro- 
duced to suggest the way to health through the good things of 
Mother Earth. The design of the bronze fountain jet is based 
on the shape of the staff of Aesculapius. The sculptor is Mr. 
James Woodford. The memorial was paid for by voluntary 
contributions totaling over $22,400, and, in accordance with the 
wishes of some of the donors, a portion of the fund has been 
set aside for assisting in the education of the children of the 
physicians honored by the memorial. 


Children’s Growth Rate Tested.—After experiments in which 
undernourished and undersized German children were given five 
different types of bread, no differences in growth or health could 
be detected. The results are described in a report by Prof. R. A. 
McCance and Dr. E. M. Widdowson, published by the Medical 
Research Council. (Studies on the Nutritive Value of Bread and 
on the Effect and Variations in the Extraction Rate of Flour 
on the Growth of Under-Nourished Children, London, Her 
Majesty’s Stationery Office, U. D. C. 613.263.) The tests were 
made in the year 1947-1948 on groups between 4 and 15 years 
of age in orphanages at Duisburg and Wuppertal-Vohwinkel. 
The experimental flours were milled in England. It remained 
open to question “whether the flours were equally nutritious or 
whether differences existed between them which were obscured 
by the exceptionally rapid growth-rate of under-nourished chil- 
dren when receiving a diet adequate in calories.” 


Eye Tests for Drivers Urged.—Legislation to prevent near- 
sighted persons from driving motor vehicles is being sought by 
the Association of Optical Practitioners, which suggested that: 
1. Courts should be given power to call for a medical or optical 
report on persons involved in accidents causing personal injury. 
2. Licensing authorities should have power to request a medical 
or optical report before renewing or issuing a license and to 
demand details for past medical or optical history. 3. It should 
be made an offense to drive without eyeglasses, if they are 
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required to fulfill the legal requirements of being able to read 
a number plate at 25 yards. In such cases the license should be 
endorsed to show that it is valid only when eyeglasses are worn. 
The association considers that in at least 10% of road accidents 
a contributory factor is the bad vision of one or more persons 
involved. 


Mother Saved by New Type of Transfusion.—A technique in 
blood transfusion, tried for the first time in Britain, has saved 
the life of a 30-year-old woman, the mother of five children. 
During an operation lasting more than six hours she was given 
35 pints (16.56 liters) of blood. At one stage she received 23 
pints (10.88 liters) in 2.5 hours. In a normal transfusion it takes 
four hours to give a patient one pint (0.47 liters). This trans- 
fusion was on a scale never before attempted except on the 
Korean battlefront. The patient suffered from post partum 
hemorrhage after giving birth to a healthy baby at Southmead 
Hospital and required manual removal of the placenta. Despite 
transfusion her condition showed no improvement, and her life 
was in immediate danger. The surgeon decided that great as the 
hazards were an immediate operation was essential. A multiple 
transfusion system was set up through which blood was con- 
tinuously pumped into both arms simultaneously, and later, when 
the operation had made this possible, into one of the major 
arteries leading from the heart. At the end of this major opera- 
tion the patient’s condition was much better than at the begin- 
ning. Her blood pressure was almost back to normal. Within 
48 hours she was sitting up in bed and nursing her baby. All 
previous cases of hemorrhage of that magnitude have proved 
fatal. 


Aid to Health in Industry.—Plans to stimulate the development 
of industrial health services were announced in the House of 
Commons by Sir Walter Monckton, Minister of Labor. The plans 
include: (1) the appointment of a standing Industrial Health 
Advisory Committee; (2) a review to find out where such services 
are most urgently needed; and (3) the promotion of surveys and 
field investigations to determine the need for preventive measures 
or research. Industrial health services include the provision of 
good environmental conditions, protection against industrial 
disease, and adequate medical and nursing supervision. Sir 
Walter welcomed the work already done and hoped these services 
would be developed on a voluntary basis, but he would also 
consider making use of his statutory powers under the Factories 
Act in appropriate cases, after full consultation with the parties 
concerned, 


Nuffield Aid Policy on Cortisone Changed.—Because of the 
gradual fading of the original hopes for cortisone and corti- 
cotropin as panaceas for chronic rheumatic diseases, the Nuffield 
Foundation has announced a complete change of policy in 
rheumatism research. During the past five years the foundation 
has been supporting much chemical and other work on adrenal 
hormones. It is now reverting to its original policy of supporting 
fundamental and clinical research into the nature of rheumatic 
diseases, and dropping completely research on the two drugs 
in relation to chronic rheumatism. 


Gamma Globulin and Adult Serum for Measles.—McDonald 
and Cockburn of the Epidemiological Research Laboratory, 
Central Public Health Laboratory, Colindale, London, have 
collected data for October, 1949, to December, 1953, on the 
comparative value of gamma globulin and adult serum in pre- 
venting measles (Brit. M. J. 2:1076, 1954). All physicians sup- 
plied with these agents were asked to complete a standard form 
reporting the results they obtained; 10,175 replies were returned 
for the children who received gamma globulin and 2,934 for 
those who were given adult serum. The forms were analyzed to 
(1) obtain information on how measles prophylaxis was used; 
(2) determine the incidence of local and general reactions to 
the inoculation; and (3) gain some indication of the influence 
of dosage, age of patient, and the period between exposure and 
inoculation on the prophylactic effect. Home contacts were 
selected because they were almost certainly exposed to infection, 
and if untreated most of them would have been attacked. In 
relation to population and incidence of measles, London and 
the southeast of England received more gamma globulin than 
other parts of the country. Steps have now been taken to ensure 
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a more uniform distribution throughout the country. Three-fifths 
of the gamma globulin was used in hospitals and two-fifths in 
general practice; these proportions were roughly reversed for 
adult serum. Of the gamma globulin used in general practice, 
77% was given to children under 3 years of age. Only in hospital 
was any appreciable amount given to children over this age. 

Reactions were observed both in children treated with gamma 
globulin and those treated with serum. Moderate to severe local 
reactions were noted in 0.3% of those given gamma globulin, 
1.2% of those given concentrated adult serum, and 1% of those 
given unconcentrated adult serum. Before 1951 the adult serum 
was used in 5 ml. or 10 ml. doses; thereafter it was concentrated 
to a third of its volume. Moderate to severe general reactions 
were noted in 0.8% of the children given gamma globulin, 
0.9% of those given concentrated and 1.4% of those given un- 
concentrated adult serum. The reactions were not sufficient to 
cause anxiety, and there would not appear to be much difference 
in their incidence in the two groups. The smaller volume of 
gamma globulin may have been responsible for the slightly 
smaller incidence of reactions. The gamma globulin was superior 
to the serum in both preventing and modifying measles. The 
attack rate in the children over 3 and under 5 years of age was 
from 22% to 67% in the group treated with gamma globulin, 
the protective effect varying with the amount of material used. 
In the group treated with serum the attack rate was 69 to 87%, 
according to the age group under observation. Within limits the 
prophylactic effect of gamma globulin varied directly in pro- 
portion to the dose used and inversely with the age of the child 
inoculated and the length of time between exposure and in- 
oculation. Because, even when adult serum is exposed to ultra- 
violet light, it is still possible to transmit serum hepatitis by 
means of it, McDonald and Cockburn think that its use should 
be abandoned. Its prophylactic properties do not outweigh 
this risk. 

As gamma globulin may be required for other and more 
serious conditions, such as the protection of contacts of in- 
fectious hepatitis and poliomyelitis, the amount available for 
measles prophylaxis is limited. For the latter its use should be 
restricted to weak children suffering from an illness, to children 
living in unfavorable home or institutional environments, and 
for preventing the spread of measles in children’s wards if a 
case occurs. It is also suggested that gamma globulin should 
only be given to infants under 6 months of age if their mothers 
have not had measles. 


The General Practitioner and Research.—At a meeting of the 
Royal Statistical Society’s study circle, held at Westminster 
Hospital Medical School in October, Dr. John Fry pointed out 
the difficulties of esearch in general practice and said that 
statistical analysis of results would of necessity be elementary, 
and in any case he thinks that statistics are of less importance 
in general practice than in other branches of medicine. Accurate 
and sufficiently detailed record keeping by the single practitioner 
is not easy and has to be fitted into the day’s work; secretarial 
help is really essential. Diagnosis is often symptomatic and 
treatment empirical judged by hospital standards. It is also 
important that any research undertaken should not interfere with 
the physician-patient relationship and that the patient should not 
be exposed to any unnecessary risk from the proposed investi- 
gation. There are some fields in general practice that would 
repay investigation, particularly the careful study of acute 
respiratory infections and chronic and familial diseases. The 
speaker's records between 1951 and 1953 revealed that each 
patient averaged 3.2 to 3.4 visits a year and that women came 
in more frequently than men. The patients most frequently 
seeking attention were those in the age group 40 to 49, and 
many of these were women at the menopause. The healthiest 
persons were in the age group 10 to 19 years, and patients over 
70 years of age needed the most attention of all. Persons in the 
age group from birth to 4 years of age did not need as much 
medical care as those from 50 to 59. 

The commonest illness in the speaker's practice was upper 
respiratory infection. This was followed by chest conditions, 
digestive disorders, neurosis, and skin diseases. The first two 
accounted for a quarter of all visits. There was little difference 
in the incidence of various diseases among the sexes, except in 
_the neuroses, in which the women outnumbered the men 2 to 1. 
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A diagnosis of neurosis is always difficult to make, but it is 
easier in general practice because the patient’s background is 
better known. In the last 5 to 10 years the incidence of respira- 
tory infections has increased. Immunity seems to develop in 
children between the ages of 3 and 8 years of age if they are 
untreated and not subjected to tonsillectomy. Dr. Fry referred 
5 to 6% of his patients for radiological and pathological ex- 
aminations; the tests were mainly blood counts and examinations 
of throat swabs, urine, and feces. From 7 to 10% of his patients 
were referred for specialist opinion. The commonest organic 
diseases seen in this general practice were acute and chronic 
bronchial and pulmonary infections, hypertension, backache, 
peptic ulcer, and coronary artery disease in that order. Rheu- 
matic heart disease was comparatively rare. Hypertension, which 
was rarely malignant, was usually discovered in routine exami- 
nation. Patients with headaches or renal failure due to hyper- 
tension were rarely seen. The speaker found that medical 
treatment was usually effective against peptic ulcers. Research 
in general practice, said Dr. Fry, is probably best undertaken 
as a group project under the auspices of the College of General 
Practitioners. 


Fellowship for Freedom of Medicine—The Fellowship for 
Freedom of Medicine, an association founded to uphold the 
freedom of the profession against bureaucratic state control, held 
its fifth annual general meeting on Oct. 30, with Lord’ Horder 
in the chair. The secretary said that one of the major events of 
the year had been the presentation of evidence before the 
Guillebaud Committee to make the National Health Service 
more efficient. The report emphasized the importance of the 
general practitioner, who should be the pivot of the service, and 
the need for making all members of the general public realize 
their responsibility for their welfare and health. Private patients 
who desired to make their own arrangements should be en- 
couraged, not prevented, from doing so. Addressing the meeting 
as a layman, Major Sir Guy Lloyd, M.P., said that the National 
Health Service has strayed far from the original conception of 
it. The public is becoming restless and disgruntled, and the cost 
of the service has risen alarmingly. The patient wants the human 
approach; instead he finds, only too often, overworked and 
rushed physicians who have neither the time nor the inclination 
to listen to him. Is it any wonder that more and more of those 
who can afford to do so want to become private patients? It is 
time that informed and constructive criticism brought to light 
the defects in the service. The grievances of physician and patient 
should be freely expressed and coordinated under the auspices 
of such a body as the Fellowship for Freedom in Medicine. The 
patient misses his old friend, the family practitioner, and the 
old physician-patient relationship. The payment of physicians 
according to the number of patients on their lists is disastrous 
to their morale. So far as the Health Service in general is con- 
cerned, the patient finds himself increasingly in the grip of an 
impersonal machine that lacks human understanding. Why 
should private patients be forbidden to obtain their drugs and 
appliances exactly as other citizens within the medical service? 
One of the gravest defects in the service is lack of a satisfactorily 
coordinated administration. An independent board, free of 
bureaucratic control, should be responsible for running the 
service. 

Dr. A. C. Breach said that the fellowship had to find a way 
to rescue medicine from party politics and to administer the 
National Health Service. The greatest criticism of the service 
is that the contract is between the patient and the state, with the 
physician as only the third party in the contract. Dr. J. L. Mc- 
Callum, who presented the report of the British Medical Associ- 
ation relations subcommittee, asked whether the medical pro- 
fession was to control itself or be subjected to bureaucratic 
control. Freedom will return to the profession when physicians 
own the goodwill of their practices again and can sell and buy 
them freely. This is now forbidden by law. It is expected that 
a full-time salaried service, under political control, will be intro- 
duced soon, not because it is good for medicine, but because 
it is good for the politicians. 


Antithyroid Action of p-Aminosalicylic Acid.—Para-aminosali- 
cylic acid depresses the thyroid metabolism of rats, and sporadic 
cases of hypothyroidism in tuberculous patients treated with the 
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drug have been reported. Macgregor and Somner of the Royal 
Infirmary, Edinburgh, have assessed the incidence of goiter and 
hypothyroidism in a group of 83 tuberculous patients under 
treatment for long periods with p-aminosalicylic acid (Lancet 
2:931, 1954). The basal metabolic rate was calculated and the 
thyroid function, as shown by radioiodine tests, was studied in 
three patients before and during their treatment for pulmonary 
tuberculosis. Detailed investigations were also undertaken in 14 
patients in whom either goiter or hypothyroidism ultimately 
developed. Two patients who had received p-aminosalicylic acid 
for a comparable period without the development of these 
clinical abnormalities were also studied. The thyroid became 
enlarged in 20 of the 83 patients under observation. The shortest 
period of treatment before goiter appeared was five months. All 
the patients received 5 gm. of sodium p-aminosalicylic acid four 
times a day. During the same period colleagues of the authors 
in the Edinburgh area reported another nine cases. The smallest 
aggregate dose of sodium p-aminosalicylic acid that produced 
a goiter was 2,500 gm. given over periods of 29 and 23 weeks, 
respectively, to two boys aged 13 and 15. The average age of 
the affected patients was 25. Although no goiter was recognized 
clinically before the fifth month of treatment, some patients 
noted a slight swelling in the neck some weeks before. 

Of the 14 patients given p-aminosalicylic acid who were given 
radioactive iodine, 7 showed a hypothyroid pattern of excretion. 
After withdrawing therapy with p-aminosalicylic acid, the ex- 
cretion of radioiodine returned to normal levels. This showed 
that while p-aminosalicylic acid was being taken it exerted a 
blocking effect on the uptake of iodine, which was released on 
withdrawal of therapy with the drug, allowing the iodine deficient 
thyroid gland to absorb and retain a greater amount of radio- 
iodine. This change coincided with a gradual shrinking of the 
size of the gland. Histological examination of three glands 
removed at autopsy from patients who had received long courses 
of therapy with p-aminosalicylic acid showed evidence of hyper- 
plasia, with flattened nonsecreting epithelial cells. Although the 
goitrogenic and hypothyroid action of p-aminosalicylic acid is 
quickly reversible on withdrawal of therapy, the authors thought 
that in one patient the changes were irreversible. They recom- 
mend that thyroxine be given to all patients receiving p-amino- 
salicylic acid in whom a goiter is noted and to all those receiving 
the drug for more than six months. 


Oxytetracycline Plant Opened.—At Richborough, Sandwich, 
Kent, Sir Alexander Fleming, the discoverer of penicillin, 
ceremonially launched a new fermentation plant on Oct. 21 for 
the manufacture of oxytetracycline and other antibiotics by 
Pfizer, Ltd. In October, 1941, the parent American company, 
Chas. Pfizer & Co., Inc., put its 20 years of experience in in- 
dustrial fermentation processes at the disposal of a team of 
British and American workers to manufacture penicillin on a 
commercial scale. Pfizer became the first American manufacturer 
of penicillin and is now one of the largest producers in the 
world. The new plant is under construction and the ceremony 
was symbolic only. Sir Alexander tightened two nuts on a girder 
that will support the first of a series of fermenting tanks. Under- 
neath it is a stainless steel plaque, set in concrete, with the 
words engraved: “Commemorative foundation cap set in place 
on the 21st day of October, nineteen hundred fifty four, by Sir 
Alexander Fleming, F.R.S., from whose discovery of penicillin 
sprang this great industry.” At a press luncheon, Mr. J. A. 
Rodgers, the manager of Pfizer, Ltd., said that on completion of 
the Sandwich plant the company would then have invested 
nearly $7,500,000 in Britain. Oxytetracycline, which had been 
imported from the United States since May, 1952, is now being 
used on such a large scale that it was decided to manufacture 
the antibiotic here. More than 300 people are employed at the 
Folkestone plant, and soon another 500 will be employed on 
the new plant. After November oxytetracycline became freely 
available on prescription. Before this date it was controlled by 
the Ministry of Health. 


Anemia and Pregnancy.—About three years ago the master of 
the Coombe Lying-In Hospital, Dublin, noted many obstetric 
patients from Dublin suffered from anemia. A survey was sub- 
sequently carried out by Doyle and McGrath of an unselected 
group of 1,000 patients attending the hospital before delivery 





J.A.M.A., Feb. 26, 1955 


(Irish J. M. Sc. 345:414,1954). At the outset it was necessary to 
decide at what level the anemia should be regarded as significant, 
in view of the so-called physiological anemia or hydremia of 
pregnancy. It was decided to regard a hemoglobin level of less 
than 10 gm. per 100 ml. or less, with a corresponding fall of 
red blood cells, as being diagnostic of anemia. Actually patients 
with levels below 12 gm. per 100 ml. were treated for anemia. 
There was an incidence of hypochromic anemia of 31.4%. Most 
of these were of microcytic hypochromic type; a few more 
normocytic hypochromic. The anemia reached its height in the 
last weeks of pregnancy and showed a greater incidence in the 
multiparas. In 3,000 patients, 8 were found to have megalo- 
blastic anemia. A social and nutritional survey was carried out 
on 504 of the patients. The results indicated that diet and 
housing conditions affect the incidence of anemia but are not 
alone responsible in a considerable number of cases. Of the 504 
patients interviewed, 215 were suffering from anemia, with 
hemoglobin levels below 10 gm. per 100 ml. 


Barbiturates and Abnormal Glucose Tolerance Tests.—Merivale 
and Hunter of Guy’s Hospital, London, observed that several 
patients who had been investigated in the hospital for islet-cell 
tumor of the pancreas because of episodes of anxiety, confusion, 
and clouding of consciousness were in reality unrecognized 
barbiturate addicts (Lancet 2:939, 1954). This led them to in- 
vestigate the glucose tolerance and blood sugar levels of 16 
patients taking large doses of sedatives, particularly barbiturates. 
These were mostly medium-to-short-acting drugs (e. g., amo- 
barbital, pentobarbital). The glucose tolerance tests were done 
for five periods of one hour after 50 mg. of glucose in 180 ml. 
of water was given, and capillary blood sugar levels were de- 
termined at half hour intervals. The records of all 16 patients 
showed abnormalities. The blood sugar curve of seven was 
hypoglycemic. The authors state that heavy barbiturate medi- 
cation must always be considered as a possible cause of ab- 
normality in the glucose tolerance test. They also think that the 
effect of barbiturates on the use of glucose calls for a careful 
reconsideration of insulin dosage when diabetics are given 
barbiturates. Abnormalities in the glucose tolerance test may 
persist for as long as four weeks. 


ITALY 


Gout.—At the National Convention of the Italian Society of 
Internal Medicine held in Rome in October, Professor Lenzi 
said that the allergic theory gives a possible explanation of the 
acute attack of gout, but it does not satisfactorily explain the 
basic constitutional anomaly of an altered nucleoprotein metab- 
olism. Even if the various clinical manifestations of gout are 
ascribed to a disturbed nucleoprotein metabolism, the knowledge 
in this field is still far from complete. There is as yet no proof 
that gout is due solely to biochemical errors that alter, at various 
stages and in various degrees, the complex of the synthesis and 
disintegration reactions of the purine chain. Professor Izar stated 
that gout is as prevalent today as in the past but in a much 
milder form. It is a metabolic disease, which can affect persons 
of any age and social position, and may be acquired or con- 
genital. Its manifestations may involve the skin and its adnexa 
and the various organ systems, and in some patients it may even 
cause death. Although the prognosis for complete cure is poor, 
that for the acute attack is usually good if modern therapeutic 
indications are followed. For an acute attack colchicum is the 
drug of choice. Almost perfect results can be obtained if it is 
used intravenously and if a low purine diet is prescribed. 


Symposium on Infectious Diseases——An international sym- 
posium on infectious and parasitic diseases was held in Messina 
in August. Professor Cannavo and his co-workers reported that 
mycoses of the respiratory tract are becoming more common in 
Europe because of the diffusion of fungi that were until recently 
confined to other continents and because of the superimposition 
of mycoses in the course of prolonged treatment with antibiotics, 
antifolic agents, and nitrogen mustard. Professor Caruselli and 
Dr. De Pasquale stated that it no longer suffices to differentiate 
respiratory mycoses from tuberculosis because respiratory my- 
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coses can also simulate acute bronchopneumonia, pulmonary 
abscesses, pulmonary neoplasm, and diffuse miliary calcifications 
of the lung. 


NORWAY 


A New Vaccination Law.—Hitherto legislation in Norway re- 
garding vaccination against smallpox has been so confused that 
reform in this field has long been overdue. In October the parli- 
ament debated the majority report of an investigative commit- 
tee giving the public health authorities broad powers in this 
matter and a minority report providing loopholes for con- 
scientious objectors and defending the principle of the sacro- 
sanct inviolability of the human body. The adoption of the 
majority report means that the new law will come into force 
on July 1, 1955. Only about 10% of the population is at present 
vaccinated against smallpox. More accurate data on this subject 
were provided by the public health authorities, according to 
whose memorandum the number of persons vaccinated in Nor- 
way has fluctuated widely from year to year. Thus during 1940, 
when the fear of smallpox was great, the number of vaccina- 
tions rose to 162,000, whereas in 1949 the corresponding figure 
was down to 46,000. The new law takes into account the obser- 
vation that the risk of encephalitis after vaccination is smallest 
in persons under the age of 2 years. Every child is to be vac- 
cinated before the end of the calendar year that follows the 
year of its birth, and revaccination is to be undertaken at least 
once before the child has completed its 10th year. The new 
law also provides for compulsory vaccination, under certain con- 
ditions, against such other diseases as diphtheria, typhoid, para- 
typhoid, and tetanus. In connection with its advocacy of the 
new law, the Norwegian Ministry of Health has issued a memo- 
randum meeting point by point the various fallacies in a bro- 
chure recently published by a body posing as a defender of 
animal life and public health. It is noted in this memorandum 
that special precautions are now taken with the preparation 
of calf !ymph and that this material will shortly be replaced 
by a vaccine prepared by the cultivation of sterile tissue cul- 
tures in test tubes, a system adopted by the State Institute for 
Public Health in Oslo. 

In framing a draft of the new vaccination law, the Ministry 
of Health felt obliged to review the risk of postvaccinial en- 
cephalitis in the light of recent studies of it at home and abroad. 
This sequel to vaccination was first observed in Norway in the 
early 1920's. During the period 1921 to 1946, 109 such cases, 
with 47 deaths, were reported. During the period 1933 to 1946, 
69 such cases, with 39 deaths, occurred in connection with 
560,000 first vaccinations, a rate of one such case for every 
8,110 vaccinations. During the first year of life there were only 
five such cases, with 2 deaths or 0.19 per 10,000 vaccinations. 
This figure rose to 0.42 for children 2 or 3 years old. Post- 
vaccinial encephalitis has not yet been observed in Norway as 
a sequel to revaccination. 


Influence of the War on Public Health.—Prof. Axel Strém, who 
is in charge of the Institute for Social Medicine in Oslo, pub- 
lished in 1954 a study of health conditions in Norway during 
and after World War II. It is significant of the somber impli- 
cations of warfare that the increased mortality during the war 
concerned men only, and in the age group 20-59 years the 
excess mortality among men was not due to disease but to violent 
deaths. Though there was no actual starvation during the war 
except in prisons and concentration camps, loss of weight was 
a common phenomenon, especially in the towns, and a loss of 
about 10 kg. was not rare. The general health of school children 
deteriorated during the war to judge by weight and height 
measurements and general appearance, but there was marked 
improvement in the condition of their teeth, largely because of 
reduced consumption of candies. Before the war 10 to 12% 
of the school children in Oslo suffered from hypertrophic tonsils 
and/or adenoids, whereas this rate was reduced to 6.3% in 
1942-1943 and to 5.8% in 1945-1946. Since the war there has 
been a marked increase, and in 1949-1950 this rate was up to 
18%. Strém’s figures with regard to infectious diseases show 
that many of them increased during the war, with diphtheria 
much in the foreground. The largest diphtheria epidemic ever 
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recorded in Norway occurred in 1941 in spite of the wide use 
of diphtheria immunization. In 1941, a few weeks before this 
epidemic broke out, Strém showed that 98% of the school 
children of Oslo and 89% of the medical students were Schick- 
positive. With such a high susceptibility rate among the Nor- 
wegians it was not remarkable that the German troops imported 
diphtheria so effectively. Scabies also showed an enormous rise 
during the war because of the shortage of soap, hot water, and 
adequate change of underwear. The total mortality from acute 
infectious diseases of about 20 per 100,000 before the war was 
more than doubled during it, whereas in 1949 it was lower than 
in any previous year investigated. The most encouraging and 
instructive of Strém’s findings are those that show how the war 
reduced the frequency of dental caries, hypertrophy of the tonsils 
and adenoids, postoperative thrombosis and embolism, the 
toxemias of pregnancy, the diseases of the circulatory system, 
diabetes, and certain forms of cancer. 


Pathogenesis of Sarcoidosis—Dr. Olav Refvem’s monograph 
entitled “The Pathogenesis of Boeck’s Disease” is published as 
a supplement to Acta medica scandinavica, 1954. In his intro- 
duction Refvem writes: “If we could prove that the subjects of 
Boeck’s disease react to foreign bodies with the development of 
sarcoid tissue instead of the usual foreign body inflammation, 
we would be giving very important support to the pathogenetic 
conception of Boeck’s disease as a syndrome resulting from the 
individual’s peculiar reaction to various agents. . . At the 
same time the possibility of some other pathogenesis of Boeck’s 
disease has been kept in mind. Special attention has been paid 
to the possible role played by phospholipides and by hyper- 
sensitivity.” 

According to Refvem, the five most important conceptions 
of the pathogenesis of sarcoidosis (Boeck’s disease) are that it 
is a special form of tuberculosis (Boeck’s own conception), a 
manifestation of leprosy or syphilis, a disease sui generis, or a 
syndrome. Refvem wastes no time on a lengthy review of the 
literature but reports in detail on his own investigations and the 
possible conclusions to be drawn from them. He reports cases 
of quartz granuloma or quartz sarcoid, and of sarcoid formation 
around foreign bodies other than quartz in patients with sar- 
coidosis. The salient features of the clinical history of 12 patients 
with quartz granuloma in the skin or adjoining tissues are re- 
corded in detail, and it is suggested that some of the already 
reported cases of localized sarcoidosis of the skin were in reality 
cases of quartz granuloma. In a chapter on Kveim’s reaction, 
Refvem points out that the high degree of specificity shown by 
it indicates “that in genuine Boeck’s disease we are dealing with 
only one causative agent or a group of closely related agents.” 
The nonspecificity of sarcoid tissue and “Schaumann bodies” 
is evidenced by the production of these features in animals as a 
hypersensitivity reaction to a nonmicrobic antigen. Refvem calls 
attention to peculiar bodies demonstrated in sarcoid tissue by 
special staining. He warns clinicians that it is hardly possible 
histologically to distinguish between genuine sarcoidosis and 
what is only a sarcoid-like tissue reaction. For a correct diagnosis 
he calls for additional radiological, bacteriological, and bio- 
chemical, as well as clinical, evidence. 


Vital Statistics.—The vital statistics for 1953 show an increasing 
proportion of deaths from malignant disease and the cardio- 
vascular diseases and a decline of those from tuberculosis. Of 
the 28,411 deaths in 1953, 94% were due to disease and 6% 
to accidents, murder, or suicide. Diseases of the cardiovascular 
system, including apoplexy and other diseases of the brain, 
accounted for 45% and malignant disease for about 20% of all 
the deaths from disease. The digestive tract was the seat of 
malignant disease in 54% of all the fatal cases of malignant 
disease in men, the corresponding figure for women being only 
42%. Cancer of the lungs accounted for 5% of all the deaths 
from malignant disease in men, the corresponding figure for 
women being only 2%. The death rate for malignant disease in 
both sexes per 10,000 inhabitants was 15.7. The tuberculous 
death rate in 1953 was only 1.6 per 10,000 inhabitants. There 
is a remarkable upward shift of the age at which tuberculosis 
kills, and in 1953, 60% of the persons dying of tuberculosis 
were 50 years old or more; 32% were between the ages of 30 
and 49; and only 8% were under 30. 
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~ CORRESPONDENCE 


THE FRACTURE PROBLEM 

To the Editor:—I have read with much interest the excellent 
article in the Oct. 30, 1954, issue of THE JOURNAL, page 805, 
by Dr. Charles N. Pease, entitled “A Critical Analysis of the 
Fracture Problem.” I am writing to approve of the article’s 
presentation because it is an opportune time for one of Dr. 
Pease’s qualifications to present a warning and advice to the 
overenthusiastic surgeon today concerning the tendency toward 
indiscriminate application of foreign material in the treatment 
of fractures. Dr. Pease’s remarks need no defense. However, | 
feel, after reading in THE JouRNAL of Jan. 1, 1955, page 76, a 
communication from Dr. Irwin A. Jaslow, that it behooves one 
who has been doing fracture work for nearly 40 years, as I have, 
and is a co-author of a book on fractures that has had five 
editions to state that Dr. Pease’s statements should be heeded, 
because today the surgical procedures done often cause more 
damage to the local tissue than the initial trauma did. Physicians 
treating fractures should not be overcome by a group of 
mechanical experts, but should continue to consider that the 
orthopedic handling of fractures is still a science demanding 
continued research and surgical perfection of judgment. 

Dr. Pease does not condemn the modern methods and tech- 
niques for treating fractures when such techniques are necessary, 
and I fear that Dr. Jaslow has misinterpreted his ideas. I would 
strongly suggest that he carefully analyze again Dr. Pease’s 
remarks. As regards the question of aiding the proponents of 
“Hate Your Doctor Week,” I feel that Dr. Pease’s article is 
entirely the reverse. I do not know of a better place to present 
his ideas than in THE JouRNAL, where they will be read by the 
whole medical ‘profession and should be well received and 
practiced. Truth and good judgment in the treatment of any 
disease or injury will always stand up against unnecessary sur- 
gery, wherever it may be published and whoever criticizes it. 
It has often been said that what is conservative today was radical 
yesterday, and what is radical today often becomes conservative 
tomorrow—be it in any walk of life. However, we must realize 
that basic fundamentals never change. The normal physiological 
repair of the human body is no greater today than years ago; 
probably not as good, which makes it more imperative than ever 
to respect and not slow its recovery when injured. We must 


-use the five senses in our medical observation, and those who 
are fortunaie enough to have the sixth sense of intuition and 


judgment must apply it always in fracture treatment. The human 
element is the common denominator in the practice of medicine, 
regardless of how scientific we become; unless we pay attention 
to this, we are not doing our patients justice. 


With early care fractures will, in most cases, respond to very 


conservative surgical measures, and in capable hands they can 
usually be treated by the closed manipulative procedure with 
good results, thereby preventing unnecessary major surgical pro- 
cedures. Too many surgeons today think that nothing is being 
accomplished unless a rod is rammed down the medullary canal 
of every broken bone or a ton of metal is placed in every joint 
in the form of a metal prosthesis or a bunch of bank bone is 
shoveled into the back. Even though applied mechanical parts 
look good in roentgenograms, the surgeon should realize that 
he cannot make a robot out of the human body when the normal 
motor and sensory functions have been critically injured. In- 
ternal fixation of fractures, when indicated, will bring about a 
shorter convalescence and better function, but it must be used 
only when indicated and not as a routine technique in a series 
of consecutive cases. Fhe treatment must be adapted to the 
fracture and not the fracture to the treatment. The surgeon who 
knows his anatomy and pathology can, in most simple (closed) 
fractures, carry out closed manipulations and do good reductions 
of the fracture without further injuring the already damaged 
tissue. 

It is my contention that it takes a better surgeon to know 
principles such as these than to make unnecessary incisions in 
injured tissue. The surgical trauma is often severer than that 
produced by the injury. A surgeon with itching scalpel fingers 


should remember that the scalpel is used only as an aid to 
nature and that nature cannot be expected to repair the damage 
done by unskillful use of the instrument. Good surgical judgment 
is demonstrated by knowing when not to use the scalpel as well 
as when to use it. Too frequently today unorthodox treatments 
retard instead of aiding the recovery of fractures. I present a 
word of caution, that nature has only a certain capacity for 
repair, regardless of some of the claims made by the over- 
enthusiastic in applying unnecessary metal or other material in 
cases of fracture. 

In conclusion, let us always remember the words of Alexander 
Pope: “Be not the first by whom the new is tried nor yet the 
last to lay the old aside.” 

H. EaRLE CONWELL, M.D. 
Conwell Orthopaedic Clinic 
2031 11th Ave. S. 
Birmingham 5, Ala. 


MISINFORMATION ABOUT Rh 


To the Editor:—There is much misinformation published about 
the Rh factor and its behavior. In the Oct. 23, 1954, issue of 
THE JOURNAL, page 772, in an editorial entitled “Antenatal Rh 
Antibody Tests,” it was stated: “If a significant rise in titer occurs 
during the pregnancy, this is definite proof that the fetus in utero 
is Rh positive, and an erythroblastotic baby is to be expected, 
even though the father may be heterozygous.” This statement 
is not only misleading, it is incorrect. A man, heterozygous for 
the Rh factor, married to an Rh-negative woman, can be the 
father of either Rh-negative or Rh-positive children. Only Rh- 
positive babies are affected by the common anti-Rh, (anti-D) 
antibodies from the mother. Neither a high Rh antibody titer 
in the mother nor a rising titer proves that the child will be Rh 
positive. At present there is no known method for determining 
the Rh status of a child of an Rh-negative mother and a man 
heterozygous for the Rh factor before it is born. 

It is true that Dr. A. S. Wiener and his associates, in a 
statistical study (Am. J. Obst. & Gynec. 63:6-15 [Jan.] 1952), 
found a strong correlation between the Rh antibody titer of 
mothers and the severity of erythroblastosis in their children, 
but in any single case the mother’s antibody titer has little value 
in predicting either whether her child will be erythroblastotic or 
the degree of involvement. This statement is borne out by the 
findings of others and also by my own limited experience. The 
last sensitized patient I delivered is an excellent illustration. 

A 33-year-old woman had borne a normal child 10 years prior 
to admission. Four years after that she was delivered of an 
erythroblastotic infant that survived less than one day. She 
reported that both the obstetrician who attended her and his 
pediatrician associate warned her that future pregnancies would 
result only in dead babies. Examination of her husband’s blood 
indicated that he probably was heterozygous for the Rh factor. 
On the strength of this finding and the possible benefit from a 
treatment for the prevention of erythroblastosis that is being 
tested she was persuaded to attempt another pregnancy, which 
she did. At the sixth week of this third pregnancy her Rh anti- 
body titer was 1:64. By the 19th week it had dropped to 1:16, 
but at the 30th week the Rh antibody titer was 1:256. She was 
delivered at term of a normal Rh-negative infant. Immediately 
postpartum her Rh blood titer was 1:2. The findings in this case 
demonstrate the futility of attempting to predict the development 
of erythroblastosis in the child of a heterozygous father. One 
can only make a shrewd guess that is often wrong. 

On another occasion I attended an Rh-sensitized patient, also 
married to an Rh-heterozygous husband. This was her fourth 
pregnancy. She had two normal children, the first Rh positive 
and the second Rh negative. A third child had died within the 
first 24 hours, presumably from erythroblastosis. From the 24th 
to the 32nd week this woman had an Rh antibody titer varying 
between 1:256 and 1:512. She, too, was delivered at term of a 
normal Rh-negative baby. Her postpartum Rh titer was 1:128. 
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Each of these women was sensitized to the Rh factor and 
previously had been delivered of an erythroblastotic baby that 
died. One showed a sharp rise in titer during pregnancy, while 
the other had a high Rh titer from the 24th week. There was 
every reason to believe that both would bring forth Rh-positive 
babies with severe erythroblastosis, yet both had unaffected, Rh- 
negative infants. In each case, however, there was a fall in the 
mother’s Rh antibody titer either some time in the last two 
months of pregnancy or during labor, since both showed lowered 
postpartum titers. 

It is not customary to make Rh blood studies immediately 
before delivery, since the obstetrician wants to outline his prob- 
lem long before that. Further investigation may reveal that a 
significant fall in titer occurring at the end of pregnancy may 
be of some help in anticipating the Rh status of the infant. It 
is clear from the foregoing data that in any given case the 
mother’s Rh blood titer taken before the eighth month is of 
little value for predicting the outcome of a pregnancy. It is 
valuable, however, in warning the physician of possible danger. 
Sensitized Rh-negative women, on the other hand, have been 
delivered of Rh-positive infants that showed no evidence of 
hemolytic disease. All Rh tests on the patients mentioned here 
were either originally made or confirmed by Dr. Philip Levine 
through the courtesy of Dr. Levine and the Ortho Research 
Foundation. 

SHERMAN S. GARRETT, M.D. 
209 W. Park Ave. 
Champaign, IIL. 


Because of his interest in this field, Dr. A. S. Wiener was 
asked to comment on Dr. Garrett's letter. Both letters are 
published for the information which they contain.—Eb. 


To the Editor:—The letter by Dr. Garrett takes issue with the 
following statement: “If a significant rise in titer occurs during 
the pregnancy, this is definite proof that the fetus in utero is 
Rh positive, and an erythroblastotic baby is to be expected, even 
though the father may be heterozygous.” Evidence for this state- 
ment can most easily be found in my recent book, “Rh-Hr Blood 
Types” (New York, Grune & Stratton, Inc., 1954, pp. 143-159). 
The following table summarizes the data from that section of 
my book. 


Effect of Rh Type of Baby on Maternal Rh Antibody Titer 
in Serial Antenatal Tests 


Rise in No Rise Total No. 


Blood Type of Baby Titer in Titer of Cases 
Be MUI do vdedevectsvcacbectone 0 12 12 
a ee are ee 13 42 55 


As the table demonstrates, in not one of the 12 cases in which 
the baby proved to be Rh negative was there a significant rise 
in the maternal Rh antibody titer during the pregnancy; in 13 
out of 55 cases in which the baby subsequently proved to be 
Rh positive, there was a definite rise in titer. Since 1951, when 
this material was published, the number of cases studied by me 
has about doubled, and the results have been the same. In no 
case in which the fetus in utero was Rh negative has there been 
a rise in titer, while in about one-fourth to one-third of the 
cases in which the fetus was Rh positive a rise in titer occurred. 
Thus, the reports in the literature claiming that a nonspecific 
anamnestic rise in titer had occurred when the fetus was Rh 
negative must have been based on faulty observations. If this 
phenomenon really occurred, it should be possible also to stimu- 
late a rise in antibody titer by transfusions or injections of Rh- 
negative blood, but this has never been reported, nor has any- 
body suggested the production of Rh antiserum by injecting 
volunteers with Rh-negative blood. Thus, the correspondent is 
right in his statement, “There is much misinformation published 
about the Rh factor and its behavior,” and I understand one 
purpose of the editorial was to correct this prevalent misconcep- 
tion regarding so-called nonspecific anamnestic reaction. 

In the first case cited by Dr. Garrett the antibody titer is said 
to have changed during the pregnancy from 1:64 to 1:16 and 
then to 1:256 and to have dropped to 1:2 postpartum. It seems to 
me some laboratory error had been made. I have never observed 
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a significant drop in titer postpartum; instead, in about one-third 
of the cases in which the fetus is Rh positive, there may be a 
rise in titer after delivery, but there is no rise in titer if the fetus 
is Rh negative (see the tables on pages 144 and 151 of the book 
cited above). Similarly, the fluctuations in titer observed during 
pregnancy almost surely represent laboratory errors. Five differ- 
ent methods of titrating Rh antibodies are in use, namely, the 
agglutination, the blocking, the conglutination, the antiglobulin, 
and the proteolytic enzyme test. Dr. Garrett does not state 
which of these methods was used in his patients. Since the 
titration methods have an intrinsic error of at least 100% in 
expert hands and an error of 200 to 400% in less expert hands, 
it is easy to see how deceptive changes in titer may be encoun- 
tered. These may be minimized by averaging the results of 
multiple titrations and by using all five techniques of titration. 
A good plan is to preserve some of the patient’s serum in a 
freezer early in the pregnancy and to use this specimen as a 
reference standard by titrating it in parallel with each new 
specimen in tests carried out later in pregnancy. While Dr. 
Garrett’s letter makes no mention of any of these precautions, 
neither are they mentioned in any of the reports in the literature 
claiming nonspecific anamnestic rises in antibody titer. 

Dr. Garrett is correct when he points out that the mere fact 
that the maternal antibody titer is high is no indication that the 
fetus is Rh positive. A high antibody titer may merely represent 
a carry-over of a previous sensitization by transfusion or preg- 
nancy. Indeed, a detailed description of such a case can be found 
on pages 145 to 147 of my book. On the other hand, a definite 
rise in titer is an indication that the fetus in utero is Rh positive, 
while failure of the titer to rise leaves open the question whether 
the fetus is Rh positive or Rh negative. 

A. S. Wiener, M.D. 
64 Rutland Rd. 
Brooklyn 25, N. Y. 


SPECIFIC GRAVITY OF URINE 

To the Editor:—Drs. Barnett and Katz, in their letter on page 
1427 of THE JournaL of Dec. 11, 1954, properly call attention 
to the effect of temperature on the specific gravity of urine. In 
the interest of precise exposition further attention should be 
directed to the fact that a specific gravity value requires two 
temperature reports, and the statement “specific gravity 1.018 
at 15 C” is incomplete and not reproducible by other labora- 
tories. Proper specific gravities, listed in the tables of physical 
constants, record the temperature of the measured substance 
and the temperature of the water to which the instrument was 
calibrated, and are reported: 1.018 at “T” C relative to water 


s T 
at “t” C, abbreviated: 1.018 — C. For example, by varying 


t 
only the second (reference water) temperature, specific gravities 
of one sample of human cerebrospinal fluid were obtained 


. 37 37 . as 
ranging from 1.0077 z= C to 1.0010 — C. The reason lies in 
4 


the definition of specific gravity: 


Mass (urine) 


Volume (urine) 


Mass (water) 


Volume (water) 

In the laboratory range of temperatures, 0 C to 37 C, the 
masses of urine and water are insignificantly altered, whereas 
the volumes are significantly and differently affected. Thus, each 
density varies with its own temperature, independently of the 
other; since specific gravity is a ratio of two densities, the two 
temperatures must be stated. However, one temperature report 
can suffice if the hydrometer is calibrated for density or if a 
measured specific gravity is arithmetically converted to density, 
which is a more fundamental and workable unit of measurement 
(Davis, H., and King, W. R.: Anesthesiology 13:184 |March] 
1952; ibid. 15:666 [Nov.| 1954). 


Density (urine) 
Specific gravity (urine) = ——-——————_ - 
Density (water) 





Haro_p Davis, M.D. 
St. Luke's Hospital 
San Francisco 10. 
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WILL BUSINESS INVEST IN HEALTH? 

To the Editor:—The evident concern of industry to protect its 
heavy investment in high-level manpower, seen in the growing 
apprehension about the increasingly high executive mortality 
rate, prompts an examination of the present status of executive 
health programs. This relationship between medicine and in- 
dustry is new only in that it envisions a new attitude toward 
a group of men long considered expendable. This new and 
bouncing medical-industrial baby may well portend the growth 
of an entirely new conception of medicine as applied not only 
to groups within organized business but, ultimately, to all persons. 
Five years ago, in the United States, not more than 50 groups 
had health programs for their executives. These programs were, 
in general, of the most meager character. Conservative estimates 
place the present number at somewhere between 400 and 500. 
This represents less than 1% of the country’s industrial organi- 
zations. However, industrial leaders are showing a cautiously 
growing interest in this new approach. Management groups agree 
that there is presently a tremendous shortage of capable execu- 
tives and a striking relationship between health and the survival 
ratio. 

From a medical standpoint, today’s executive must indeed be 
a superman. Essential are the qualities of intense business per- 
ception, balanced maturity of thought, a sincere interest in and 
concern for the individual worker, a mature social nature, and 
a philosophy elastic enough to survive the instability of modern 
economy. These personal characteristics have been spectacularly 
productive in the past and are only now affected by increasingly 
stressful industrial conditions. As one industrial leader stated, 
“Our problem today is not one particularly with the executives 
in the 25 to 35 year age group but, rather, involves a watchful 
vigilance of the 40 to 60-year-old executive. Here the wheat and 
chaff are separated, making the degree of business maturity in 
relation to stress apparent.” The far-reaching social and economic 
changes of the past 20 years have emphasized many of the 
serious problems in managerial adaptation of thought and action 
to present-day situations. This factor of executive growth is a 
particularly pressing problem in companies where rapid ex- 
pansion had occurred. The executive with a specialized depart- 
ment of perhaps !0 men may, in a two year period, find himself 
with 200 employees and a problem ratio in proportion to growth. 
The adaptation of a person to such rapid change is a critical 
test of continued productivity under stress. It is apparent that 
many do not survive. 

To meet this growth problem constructively, American man- 
agement must explore all human factors that contribute to or 
affect individual productivity. With this thought in mind, com- 
panies have set up elaborate executive training programs offering 
reeducation of top executives either within the company itself 
or at other institutions. Concurrent with this movement has come 
the gradual growth of measures to guard and preserve executives’ 
health. In this new field, an exciting and significant relationship 
between business and medicine has emerged. The recognition 
of the role of executives’ health in maintaining management 
continuity, and its dynamic pursuit by management, is already 
proving of unparalleled importance. Yet the approach is of 
necessity cautious and not without error. Approaches range from 
the large company program carrying a full-time medical director 
to the simple recommendation in a form letter that the executive 
be examined once a year. Some companies find it prudent to 
combine the health examination with vacations. Others favor 
a three to five day stay at one of the outstanding medical centers 
in the country, while still others believe that a direct relationship 
with either a diagnostician or an internist is most desirable. 
Whatever the approach, an examination of the “whole man” is 
the only means for positive results. A detailed physical examina- 
tion as well as a thorough screening of factors such as frustra- 
tions, pressures, responsibilities, and policies affecting an execu- 
tive’s on-the-job efficiency must be constructively evaluated. In 
this role, medicine must be particularly careful not to deter 
initiative by becoming overzealous or oversolicitous. Since all 
life, in or out of the business world, is a constant and necessary 
repetition of rise and fall, medicine’s job is not to prevent this 
course but to process the executive along the way. The physician 
cannot cushion the bumps of maturity. He can, however, ration- 
alize and counsel and, in cooperation with business, supervise 
growth and development of management personnel. 
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The reaction of the executives who are to be examined is 
varied and not without some ‘understandable suspicion. Since 
no man will willingly testify against himself, nothing damns an 
executive health program faster than allowing health reports to 
become part of the company records and, therefore, to a degree 
public property. Many large organizations have excellent inter- 
company medical programs that do an outstanding job on a 
purely first-aid basis. When applied to the sensitive and more 
brittle top echelon, this same medical program runs into abrupt 
and sometimes devastating difficulties. Of equal importance is 
the question whether the examination should be on a compulsory 
or voluntary basis. Here, again, the evidence shows overwhelm- 
ingly that persuasion on the company’s part incites only resent- 
ment and suspicion. 

One company president has commented, “Our most valuable 
asset in the organization is the men themselves. We deem it of 
paramount importance and a privilege to help develop in our 
executives a keen appreciation of the need for maintaining good 
health. The greatest advantage of periodic health examinations 
is the fact that the individual becomes aware of health problems 
existing in his age group and, through that awareness, develops 
an insight into his own needs. We believe that the success of 
our company program is due to two main factors, the use of a 
diagnostician completely unrelated to the company itself and 
the fact that the entire program is completely voluntary and of 
a confidential nature. No report of any kind is rendered to the 
company by the participating physician. A full report is, how- 
ever, sent to the executive’s personal physician with any neces- 
sary recommendations. We have found that by this approach 
the discussion of any serious health problems will be voluntarily 
initiated by the executive himself. It would be folly indeed to ask 
our executives to participate in a constructive program for their 
health if the information obtained could be used to their detri- 
ment.” 

In the final analysis, the problems of success, survival, moti- 
vation, productivity, and cooperation are human and individual 
ones that today constitute a tremendous challenge to the practical 
application of preventive medicine. There is within most men the 
desire to emulate the indestructible, apparently tireless titans of 
industry with a kind of brave front that acknowledges no barrier, 
physical or emotional, in the pursuit of success. Modern industry 
is well aware of this, as evinced by the keen interest shown 
in the practical correlation between executive health and success- 
ful management groups. Today, enlightened management should 
expect from preventive medicine a careful annual appraisal of 
the executive's attitudes and aptitudes as applied to human and 
business relations. The application of preventive medicine on an 
annual basis gives to each executive a silent partner, the physi- 
cian. This retention of medicine as a consultant to the individual 
executive may well prove an important factor in productivity in 
a growingly competitive economy. Such a relationship may 
determine in large measure the quality of performance and, 
therefore, the survival and success of management groups. 


ROBERT B. Marin, M.D. 
85 Park St. 
Montclair, N. J. 


VERTICAL INCONTINENCE OF URINE 

AS A SYMPTOM OF ECTOPIC URETER 

To the Editor:—The physician should suspect the presence of 
an ectopic ureter when a patient presents the complaint of 
continual dribbling of urine superimposed on micturition at 
normal intervals. This dribbling usually has its onset in infancy; 
it occurs primarily when the patient is in a vertical position and 
hence is usually diurnal in nature. The ureter is sufficiently 
flaccid to pool urine when the patient is recumbent, and the 
incontinence is effected by gravity when sitting or standing. 
Ectopic ureters oftenest arise from the upper pelvis of a double 
kidney, which embryologically is the result of formation of an 
accessory ureteral bud on the Wolffian duct. The distal end may 
open, in females, in the vestibule, the external meatus, the 
urethra, the vagina, and the uterus; in males, in the urethra, 
the ejaculatory ducts, and the seminal vesicles (Higgins, T. T., 
and others: The Jrology of Childhood, London, England, 
Butterworth & Co., Ltd., 1951, pp. 89-102). It becomes evident 
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that a careful search must be made for the site of the distal 
opening of the ectopic ureter, utilizing dyes when necessary, in 
order to differentiate the many other causes of incontinence 
and enuresis. The necessity for surgical treatment of ectopic 
ureter is obvious. Dribbling of urine hampers the patient’s daily 
activities and is a real source of psychic trauma. The very nature 
of the anomaly predisposes to urinary tract infection and its 
sequelae. Therapy of choice is heminephroureterectomy. The 
ureter is resected as far distally as possible, and the remaining 
fragment will usually atrophy. Occasionally, because of per- 
sistent infection, the remaining portion of the ureter may have 
to be removed secondarily. 

Illustrative of vertical incontinence of urine as a symptom of 
ectopic ureter is the following case report of a 12-year-old white 
girl, who was admitted to St. Michael’s Hospital on Oct. 11, 
1954, with a history of unexplained fever of three weeks’ dura- 
tion and dribbling of urine since infancy. She would have 
regular periods of normal micturition coupled with constant 
dribbling while sitting or standing. Physical examination was not 
remarkable except for a mild vulvitis and a fever of 101.6 F 
rectally. No abnormal fistulous tracts or orifices were visible 
on careful examination of the perineum, the external urethral 
meatus, or the vestibule of the vagina. Urinalyses of specimens 
collected after catheterization showed pus clumps and a mild 
albuminuria present on several occasions. An excretory pyelo- 
gram was reported as essentially normal, and retrograde studies 
failed to disclose any abnormalities. A cystoscope was inserted 
into the vagina, but no anomalous orifices were visualized. The 
bladder was filled with a solution of methylene blue, and after 
one hour there was no evidence of dye in the vagina or on the 
perineum. A gauze pack was subsequently placed in the vagina, 
and a Foley cathcter inserted simultaneously into the bladder. 
The patient was then given 4 grains (0.26 gm.) of methylene 
blue by mouth and encouraged to remain in a vertical position. 
After eight hours the vaginal pack was removed, and, inasmuch 
as it was stained blue, a diagnosis of ectopic ureter opening in 
the vagina was presumed to be correct. Another excretory 
pyelogram was interpreted as being compatible with a diagnosis 
of double renal pelvis in the left kidney. Surgical exploration dis- 
closed an additional left renal pelvis with a separate ureter. There 
was a noticeable demarcation between the upper and the middle 
third of the left kidney. A heminephroureterectomy was per- 
formed, and the ureter of the upper renal pelvis was ligated 
and divided 3 in. (7.6 cm.) from its proximal end. This anomalous 
portion was found to be filled with pus. The postoperative course 
was uneventful. 

HarROLD A. Murray, M.D. 
SEymourR F. Kuvin, M.D. 
NorMaN Reiss, M.D. 
Department of Pediatrics 
St. Michael’s Hospital 
Newark, N. J. 


METHOD OF REMOVING RADIO-OPAQUE 
FOREIGN BODIES FROM THE HAND 


To the Editor:—It is common experience for a foreign body to 
“travel” during its attempted removal. This is due to actual 
motion of the sharp fragment during surgery, an inaccurate 
impression of its location, or both. X-ray examination is of con- 
siderable value in all cases and necessary in most, repeated 
fluoroscopies before and during surgery being usually more 
instructive than isolated films of the part. Both radiographic 
approaches give only relative and approximate locations of the 
fragments. Two other disadvantages of intermittent fluoroscopy 
during surgery are that it exposes the patient and surgeon to 
radiation for unnecessarily long periods of time and tends to 
make good aseptic technique more difficult to achieve. My 
experience has consisted primarily in the removal of fragments 
of glass, portions of sewing machine needles, chips off hammers, 
and small portions of armature copper wire from the hands of 
workers. The following method was devised, whereby a foreign 
body is located and then anchored by hypodermic needles with 
a minimum of fluoroscopy, which is confined to the period im- 
mediately before surgery. Subsequent incision and delivery are 
shorter, less traumatic procedures than with other methods. 
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The site is widely infiltrated with local anesthetic. In the 
absence of infection local infiltration is preferred to regional 
block for its immediate anesthesia and the blunt dissection of 
tissue around the foreign body it permits. Two 25 gauge needles 
are inserted at right angles to each other with their points as 
close to the estimated position of the foreign body as possible. 
The affected hand is then placed behind the fluoroscopic screen 
and the needles moved till the points of both are on the foreign 
body in all rotated positions of the hand. The needle points thus 
hold the foreign body while the shafts lead the surgeon to it 
through the tissues. An incision is then made along the shaft of 
one of the needles down to the foreign body and extended along 
the shaft of the second needle in the depths of the wound as far 
as is necessary for easy removal of the foreign body. The foreign 
body is delivered and the wound closed. 

JEROME Lerr, M.D. 
175 State St. 
Springfield, Mass. 


ANGINAL SYNDROME AND 

CHOLINE THEOPHYLLINATE 

To the Editor:—In a report in THE JourNAL of Jan. 15, 1955, 
page 234, entitled “Treatment of Congestive Heart Failure and 
Anginal Syndrome with Choline Theophyllinate,” Batterman 
and associates have reported the results obtained in 32 patients 
with angina pectoris. Their evaluation of the findings led them 
to conclude that there is a “high predictability of therapeutic 
response for choline theophyllinate” in the treatment of this 
disorder. The unreliability of pain as a quantitative measure of 
underlying coronary insufficiency has led me to employ a more 
objective method for evaluating the action of vasodilator drugs. 
In a continuing study during the past five years a large number 
of such agents have been classified according to the modifying 
influence they exert on the electrocardiographic response to 
standard exercise (Master two-step test) in carefully selected 
patients (J. A. M. A. 153:207 [Sept. 19] 1953. Am. J. M. Sc. 
229:46, 1955). Employing this method of study, I have been 
unable to demonstrate a significant effect from the administration 
of a single dose of 200 mg. of choline theophyllinate in patients 
showing dramatic response to glyceryl trinitrate, papaverine, or 
peritrate. Moreover, the administration of such doses four times 
daily for a period of one week also failed to modify the exercise 
response in these patients. Inasmuch as placebos or sedative 
agents like whiskey, barbiturates, and morphine may diminish 
the frequency of pain and the requirements for glyceryl trinitrate 
without improving coronary reserve, any drug labeled as a 
coronary vasodilator should be expected to mimic glyceryl tri- 
nitrate in its effect on the electrocardiographic response to 
standard exercise. In my experience choline theophyllinate has 
completely failed to fulfill this prerequisite. 


Henry I. Russex, M.D. 
Consultant in Cardiovascular Research 
U. S. Public Health Service Hospital, Staten Island, N. Y. 


DIFFICULT INTRAVENOUS INJECTIONS 

To the Editor:—Attention should again be called to the well- 
known physiological phenomenon of vasodilatation following 
the application of heat. In patients who have been subjected to 
repeated intravenous procedures veins often become difficult to 
find. The application of heat by immersing the hand in a basin 
of hot water for five minutes or applying a hot water bottle at 
the antecubital fossa often solves the problem of inserting a 
large caliber needle into a small vein. This procedure seems too 
simple to mention, but the difficulty experienced by all of us 
at times in intravenous medication makes any aid valuable. 


E. J. RiorDAN, M.D. 
1114 Offnere St. 
Portsmouth, Ohio. 
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NAVY 


Industrial Physicians Wanted.—The Norfolk Naval Shipyard, 
Portsmouth, Va., has vacancies for civilian doctors seeking posi- 
tions in the field of industrial medicine. These would replace 
Navy medical officers now serving at the dispensary. Pay ranges 
from $5,940 (GS-11 grade) to $8,360 (GS-13 grade) per annum. 
Qualifications range from completion of an internship for appli- 
cants in the GS-11 rating to two years of progressively re- 
sponsible professional experience in industrial or occupational 
medicine in the GS-13 rating. 


VETERANS ADMINISTRATION 


Annual Institute in Psychiatry and Neurology.—The Veterans 
Administration Hospital, Lyons, N. J., the New Jersey Neuro- 
psychiatric Association, and the New Jersey District Branch of 
the American Psychiatric Association are sponsoring an annual 
institute in psychiatry and neurology to be held April 13 at the 
Veterans Administration Hospital, Lyons, N. J. The moderators 
will be Drs. Daniel Blain, Stephen P. Jewett, Noland D. C. 
Lewis, and Harvey J. Tompkins. The program will include: 

Role of the Psychiatric Social Worker in Psychiatric Treatment, Dr. 

Viola Bernard. 

Direct Analysis in the Therapy of Psychoses, Dr. John N. Rosen. 

Shock Therapy vs. Psychotherapy in Psychosis, Dr. T. R. Robie. 

The Relationship of Psychoanalysis to Psychiatry and Neurology, Dr. 

M. Ralph Kaufman. 

What is the American Psychiatric Association?, Dr. R. Finley Gayle Jr. 

A Critique of Psychosomatics, Dr. Morris Herman. 

At the dinner Dr. Francis J. Braceland will speak on “Psy- 
chiatry in History and Literature.” Registration fee of $1 will 
include cost of a copy of the proceedings of the institute. Mili- 
tary personnel and full-time Veterans Administration personnel 
are exempt. 


PUBLIC HEALTH SERVICE 


Revision of Foreign Quarantine Regulations.—The first major 
revision of foreign quarantine regulations since 1946 has been 
completed by the Public Health Service. The revision, which 
became effective Jan. 10, affects some 270 seaports, airports, 
and border entry points where the regulations are administered 
by medical officers and inspectors of the Division of Foreign 
Quarantine, Public Health Service. The regulations deal chiefly 
with six quarantinable diseases: smallpox, yellow fever, cholera, 
plague, typhus, and relapsing fever. Many of the changes are 
based on United States commitments under International Sani- 
tary Regulations of the World Health Organization. The inter- 
national regulations are intended to ensure uniformity in quaran- 
tine measures and maximum protection against the international 
spread of disease and to prevent unnecessary interference with 
world traffic. 

The vaccination certificate is a key document in U. S. quaran- 
tine procedure. Travelers arriving from most foreign countries 
are required to show the quarantine inspector a certificate of 
smallpox vaccination, recording such a vaccination received 
within three years of arrival. Travelers without this certificate 
may be offered vaccination by the quarantine officer, released 
under surveillance (subject to medical examination at their desti- 
nation), or placed in isolation for 14 days, as warranted by the 
probability of infection during travel. Public Health Service 
officials point out that 1954 was the first year in which not a 
single case of smallpox was reported in the country. In 1920 
there were 110,672 reported cases. 

Under the revised regulations the yellow fever vaccination 
requirement is limited to persons coming into the “yellow fever 
receptive area” of the United States. This area includes the 
southern part of continental United States and island possessions. 
Possession of a certificate of yellow fever vaccination received 
within the preceding six years is required for travelers arriving 
in or destined for this area within six days from yellow fever 
infected areas (part of Africa and of South America, Central 
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America, and Trinidad). The regulations contain a new require- 
ment that seaports and airports in the yellow fever receptive 
area be kept free of mosquitoes. While an outbreak of yellow 
fever has not occurred in the nation since 1905, health authorities 
are concerned over the recent spread of the disease in the 
Western Hemisphere. A species of mosquito capable of spreading 
yellow fever is still present in significant numbers in the country’s 
receptive area. A certificate of cholera vaccination received 
within the preceding six months is still required for travelers 
arriving within five days from an infected area. Cholera has 
recently occurred only in limited areas of Asia. Persons traveling 
by airplane may arrive in the United States within the five day 
“incubation period” of the disease. 


Research on Air Pollution.—Increasing evidence is available 
that polluted air constitutes a hazard to health and welfare in 
certain highly industrialized or large urban areas. Specific oc- 
currences of smoke, pollution, and fog have been accompanied 
by excessive mortality and morbidity experiences. Such episodes 
have happened in this country and abroad. The more devastating 
of these took place in Glasgow in 1909 and 1925; the Meuse 
Valley, Belgium, in 1930; London in 1948 and 1952; Donora, 
Pa., in 1948; and Poza Rica, Mexico, in 1950. The latest and 
most highly publicized occurrences of community air pollution 
affected Los Angeles. It has also been shown that air pollution 
has adverse effects on plants and animals on which this country 
depends for food, fiber, and other essential commodities. The 
consequences, if any, of long-term exposure to subacute con- 
centrations of pollutants have not been studied adequately. 

Inasmuch as the Public Health Service is required to advise 
and assist the states in the protection of the public health and in 
the maintenance of adequate public health services, its major 
objective with respect to community air pollution is the provision 
of suitable control operations by state and local agencies. Aside 
from the health consequences, economic and nuisance effects are 
of increasing importance. Air pollutants contribute to the cor- 
rosion of metals, the staining and discoloration of structures and 
fabrics, damage to crops and livestock, and devaluation of real 
property. These and similar losses, plus the discharge of in- 
completely burned fuels and other materials, cost the American 
public a staggering amount, estimated at over 1.5 billion dollars 
annually. 

The President’s budget request provides funds for community 
air pollution activities, some of which will be used for research 
and cooperative activities through the Robert A. Taft Sanitary 
Engineering Center in Cincinnati. Arthur C. Stern, Chief In- 
dustrial Hygiene Engineer, New York State Department of 
Labor, has been named to direct the Public Health Service’s 
research and investigative work into the causes, effects, and 
means of controlling community air pollution. His headquarters 
will be at the new Robert A. Taft Sanitary Engineering Center, 
where studies of community air pollution problems are now, 
under way. These studies are conducted in collaboration with the 
National Institutes of Health and the Division of Special Health 
Services, also of the Public Health Service. 


Course in Medical Record Library Science.—The Public Health 
Service is now receiving applications for its medical record 
library science training program at the U. S. Public Health 
Service Hospital, Baltimore. A new class, composed of 10 
students, will begin in September. Applications must be received 
in Washington by June 1, 1955. This course consists of 50 weeks 
of instruction and practice in medical record theory, procedures, 
and management. Formal lectures, individual conferences,’ 
laboratory work, and other student activities account for at least 
50 hours per week. There is no tuition charge, and the hospital 
provides room and meals. 

Graduates of the course qualify to take the examination for 
registration as medical record librarians and may be considered 
for assignments in the Public Health Service either as commis- 
sioned officers or civil service appointees. To be eligible for this 
training, applicants must show evidence of completion by 
Sept. 1, 1955, of a baccalaureate degree from an accredited 
college of liberal arts and sciences, the preparation for which 
includes at least 12 semester hours of biological sciences. Appli- 
cation forms may be obtained from: Chief, Medical Record 
Branch, Division of Hospitals, Public Health Service, Washing- 
ton 25, D. C. 
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The Judicial Council at its most recent meeting in Chicago 
took action to implement a resolution adopted by the House of 
Delegates of the Association, which, among other things, in- 
cluded a recommendation that “such rulings and interpretations 
of the Judicial Council as would be helpful to the membership 
of the American Medical Association at large be made available 
to them through THe JournaL.” First, having formulated and 
adopted its decision in the matter of the appeal of Dr. Ben E. 
Landess to the Judicial Council, the Council submitted that 
decision to THe JourNAL for publication. Secondly, it approved 
for publication in THE JouRNAL, a number of opinions that have 
been expressed by the Council in answer to repeated inquiries 
from members of the Association seeking interpretations of the 
Principles. Opinions of the Council will be published regularly 
in “Medicine and The Law,” a new feature in THE JOURNAL. 
These opinions eventually will be compiled and published 
separately as annotations to the Principles of Medical Ethics. 
To inaugurate this new program, the statement adopted for 
publication by the Judicial Council in the appeal of Dr. Ben E. 
Landess is set forth below in full. 


APPEAL OF DR. BEN E. LANDESS TO 
THE JUDICIAL COUNCIL OF THE 
AMERICAN MEDICAL ASSOCIATION 

The Board of Censors of the Medical Society of the County 
of Queens, Inc. (New York) concluded that certain specifications 
charging Dr. Ben E. Landess with unethical solicitation of 
patients by advertising had been proved and sustained. This 
action was adopted by the Queens County Society and affirmed 
by the Board of Censors and the House of Delegates of the 
Medical Society of the State of New York. Dr. Landess then 
appealed to the Judicial Council of the American Medical 
Association. 

Dr. Landess is the Medical Director of the Jamaica Medical 
Group, which has a contract with the Health Insurance Plan 
of Greater New York, Inc. (referred to as H. I. P.). H. I. P. 
offers a form of prepaid medical coverage in the state of New 
York. The Judicial Council made a careful examination of the 
specifications, the proceedings, and the oral arguments in this 
matter. Following this examination and after careful deliberation 
the Council reached the decision stated in this opinion. 


QUESTION BEFORE THE JUDICIAL COUNCIL 

It is important to note that the only question before the 
Judicial Council is whether Dr. Landess has violated the Prin- 
ciple of Medical Ethics of the American Medical Association 
pertaining to solicitation of patients by advertising (chapter 1, 
section 4 of the Principles of Medical Ethics of the American 
Medical Association). No charge of violation of any other ethic 
is made. The specification of charges dated Nov. 28, 1951, filed 
with the Medical Society of the County of Queens, Inc., and the 
violation state: 

CHARGE: The indirect solicitation and procurement of patients by 
advertising. 

VIOLATION: Principles of Professional Conduct of the Medical Society 
of the State of New York, Chapter 1, section 4 to wit: 


That section as there quoted was and is the same as the 
comparable ethic of the American Medical Association. The 
action of the Queens County Society adopting the report of its 
Board of Censors is the same as stated in the specifications of 
Nov. 28, 1951, except one specification is omitted. Accordingly 
the Judicial Council must confine its decision to the question of 


whether Dr. Landess has violated chapter 1, section 4 of the 
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Principles of Medical Ethics of the American Medical Associ- 
ation pertaining to advertising, which reads in part as follows: 

Solicitation of patients, directly or indirectly, by a physician, by groups 
of physicians or by institutions or organizations is unethical. This prin- 
ciple protects the public from the advertiser and salesman of medical 
care by establishing an easily discernible and generally recognized dis- 
tinction between him and the ethical physician. Among unethical prac- 
tices are included the not always obvious devices of furnishing or 
inspiring newspaper or magazine comments concerning cases in which 
the physician or group or institution has been, or is, concerned, 


BASIS OF ACTION PRIOR TO THIS APPEAL 


The following appears to be the basis of the decision that 
Dr. Landess violated the ethic pertaining to advertising: The 
Queens County Medical Society found that H. I. P. advertised 
directly to the public and that by means of this advertising Dr. 
Landess “directly benefits by the solicitation of patients . 
inasmuch as the H. I. P. solicits patients only for the groups 
of physicians which are contractually bound to it.” The specifi- 
cations refer particularly to advertisements in the New York 
World-Telegram & Sun of Nov. 13, 1951, and Nov. 20, 1951, 
and a brochure entitled “A Program of Prepaid Medical Care 
for Residents of Fresh Meadows Housing Development Only.” 
The Society also concluded that Dr. Landess “is cognizant of 
some or all of the above violations. By continuing in association 
with the H. I. P., despite his knowledge of some or all of these 
violations, he thereby shows his tacit approval of the unethical 
solicitation of patients on his behalf by the H. I. P.” 

The action of Queens County Medical Society does not deprive 
Dr. Landess of membership privileges at this time. The report 
specifically recommended that “no action be taken against him,” 
and this report was adopted. The action was in reality an ad- 
visory opinion “given for the information and guidance of the 
members of this Society.” 


QUALITY OF ADVERTISING 


The state and county medical societies agreed that H. I. P. 
was lawfully organized under a special law of the state of New 
York and is licensed to do within the state the business in which 
it is engaged. Further, although the record was not clear until 
oral argument before us, the nature and quality of the ad- 
vertising referred to in the specifications was not questioned in 
this proceeding. In the oral argument the attorney for the 
societies stated in response ‘to an inquiry as to whether there 
was any issue respecting the quality or the dignity of the ad- 
vertising: “I say to you frankly that issue was not raised in the 
case at all. . . . Incidentally H. I. P. can advertise from today 
until five thousand years from now; we can’t tell them what 
to do.” 

There is no charge or any finding that Dr. Landess had any- 
thing to do with the preparation or distribution of the adver- 
tising or promotional material nor is there anything in the 
testimony or exhibits to substantiate any such conclusion. Al- 
though, as stated, the quality of the advertising is not in issue, it 
may be pointed out that there is nothing in it extolling the skill 
or training of Dr. Landess nor is there anything to indicate that 
it was used by him as a means of self-laudation. 


OPINION OF THE JUDICFAL COUNCIL 


Since on the record before us H. I. P. is organized and operates 
in accordance with law and may lawfully advertise, since the 
quality of its advertising is not in issue, and since Dr. Landess 
had nothing to do with the preparation or distribution of the 
advertising, it is Our opinion contrary to that of the state and 
county medical societies that the conduct of Dr. Landess does 
not violate the ethic relating to solicitation and advertising. In 
view of the advisory nature of the county society’s report and 
since Dr. Landess has not been deprived of any membership 
privileges, we believe our opinion disposes of this appeal, and 
no further action by the Judicial Council is called for at this 
time. We do not mean to imply by our decision in this appeal 
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that a physician can ethically associate himself with an organiza- 
tion that is either unlawful or one that indulges in improper or 
unethical advertising, nor absolve himself from appropriate 
disciplinary action by complacence or indifference. 


COMMENT 

The parties at various stages of these proceedings interjected 
a variety of subjects, some of which we refer to briefly. In the 
memorandum filed for Dr. Landess the contention is made and 
vigorously argued that the county society has hampered and 
injured H. I. P. in violation of state and federal laws relating 
to conspiracy and restraints of competition. We do not render 
any decision on this contention. There is serious doubt, accord- 
ing to our attorneys, that the testimony and exhibits in this case 
are adequate for us to come to a decision on these matters, a 
conclusion that was in great part conceded in the oral presenta- 
tion. Additionally, as Dr. Landess’ attorney stated in his argu- 
ment, “it is scarcely within the competence” of physicians to 
evaluate these complex and elusive legal problems. 

The printed and oral arguments also devoted considerable 
time to the character of the Jamaica Medical Group and its 
arrangements with H. I. P. The county and state societies have 
argued that the arrangements between H. I. P. and the members 
of the H. I. P. groups deny free choice of physician. Dr. 
Landess, on the other hand, contends that this arrangement 
assures free choice of physician. It is important to note in this 
connection that neither the charges against Dr. Landess nor 
the report of the county society refer to the ethic dealing with 
free choice of physician, although the ethic is mentioned in the 
written and oral arguments, nor do they tell much about H. I. P. 
or the relationship between H. I. P. subscribers and the medical 
groups affiliated with it. It is not clear therefore as to the extent, 
if any, to which the action taken with respect to Dr. Landess is 
predicated on this relationship. It is clear that neither the report 
of the county society nor the evidence adduced by the parties 
are adequate for us to make a thorough analysis in this case. 
Decision on matters of this nature would obviously have an 
impact on physicians involved in numerous arrangements of 
which we may not now be aware. 

The American Medical Association has long encouraged the 
development and use of prepaid medical care plans. Prepaid 
medical coverage has expanded considerably since World War 
II and much additional experience has been obtained. Unfortu- 
nately, however, some of the plans are susceptible to abuse. 
In the history of these plans there have been incidents of 
exploitation and deception of subscribers and physicians and 
consequent depreciation in the quality of care. Although the 
Association has encouraged prepaid medical coverage, it has 
been concerned that the quality of care should not be sacrificed 
nor the public deceived and defrauded. In this connection, it is 
vitally important that the traditional patient-physician relation- 
ship and professional standards not be debased, otherwise in the 
long run the quality of medical care will surely suffer. To achieve 
these objectives, the House of Delegates in 1946 adopted Eleven 
Standards for Physician-Sponsored Plans and in 1949 adopted 
Twenty Principles for Lay-Sponsored Plans, which are relevant 
to the operation of an organization such as H. I. P. These 
Standards and Principles, although not amendments to the 
Principles of Medical Ethics, are certainly to be given full con- 
sideration in interpreting and applying them. 

An exhaustive study of medical care plans was authorized by 
the Board of Trustees in December, 1954, The Judicial Council 
is participating in this study, which will include an analysis and 
review of the ethical and other problems arising out of the re- 
lationship between medical care plans, patients, and physicians. 
The study referred to will include a thorough analysis of the 
H. I. P. type of organization, among others. As stated above, 
the record before us in the appeal of Dr. Landess is inadequate 
to determine the many ethical problems arising out of H. I. P.’s 
relationship to its subscribers and physicians if indeed the state 
and county societies intended to challenge that relationship. 





J.A.M.A., Feb. 26, 1955 
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SUMMARY OF NATIONAL PLANNING MEETING 
ON 1955 POLIOMYELITIS VACCINE PROGRAM 


On invitation of the National Foundation for Infantile 
Paralysis, representatives of the American Medical Association, 
the American Academy of Pediatrics, the Association of State 
and Territorial Health Officers, the American Public Health 
Association, and the U. S. Department of Health, Education, and 
Welfare met in New York on Jan. 10. The purpose of this meet- 
ing was to consider nationwide administrative policies relative 
to the distribution and administration of the supply of polio- 
myelitis vaccine being purchased by the National Foundation 
for Infantile Paralysis for possible rapid application in the pre- 
vention of poliomyelitis in the spring of 1955. The deliberations 
of this group were predicated on the assumption that the evalu- 
ation of the 1954 poliomyelitis vaccine field trial now being 
conducted by Dr. Thomas Francis Jr. at the University of 
Michigan would justify the licensure of this product by the 
National Institutes of Health, U. S. Public Health Service. Dr. 
Francis’ report is expected to be issued about April 1, 1955. 

The consensus of the meeting was as follows: That if and 
when licensed by the National Institutes of Health, the vaccine 
will be supplied by the National Foundation to state health 
officers in amounts sufficient to provide for the vaccination of 
children who participated in the vaccine field trial in 217 field 
trial areas in the United States in 1954 but who did not receive 
vaccine at that time, and all children enrolled in the first and 
second primary grades of all public, private, and parochial 
schools in the continental United States, Alaska, and Hawaii in 
the spring term of 1955. The plan of administration of the vac- 
cine in any state or territory will be the administrative responsi- 
bility of the respective state or territorial health officer and will 
be worked out by him in cooperation with the state or territorial 
medical society and state or territorial education officials. The 
1955 vaccine program has been initiated by the National Foun- 
dation for the purpose of making possible early and widespread 
application of a newly established preventive measure against 
paralytic poliomyelitis; after completion of this program, the 
National Foundation will not participate in the production, dis- 
tribution, or administration of poliomyelitis vaccine. The chil- 
dren in the first and second grade of primary schools were 
selected for the program because of high incidence of paralytic 
poliomyelitis in this group and their accessibility as organized 
units within the schools, keeping in mind the limitations on the 
amount of vaccine to be available for this program. It is expected 
that additional vaccine, equivalent or greater in amount than 
that contracted for by the National Foundation, will be obtain- 
able through usual commercial channels for the use of private 
physicians for their patients. 

Vaccine for use in 1955 will be administered on the same 
dosage schedule as was followed in the 1954 field trial, namely, 
1 cc. of vaccine in each of the three doses, given intramuscularly, 
the second inoculation one week after the first and the third 
inoculation four weeks after the second. Administrative pro- 
cedures for the giving of the vaccine will be as simple as possible 
and will not require extensive record keeping. Except in those 
states that wish and are in a position to conduct follow-up 
studies, no extensive nationwide evaluation such as was done in 
the 1954 field trial is contemplated. Upon request from state 
health officers, the National Foundation will supply educational 
and other printed materials for use in the conduct of the vac- 
cination program and will provide local cooperation and as- 
sistance through its chapters in all counties, as requested by local 
health authorities. 
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PSYCHIATRIC NURSING 


At a meeting sponsored by the American Nurses’ Association 
and the National League for Nursing in New York, Nov. 8-9, 
1954, training needs of psychiatric aides was the principal topic 
of discussion. Those present included nurses, psychiatrists, and 
psychiatric aides, representing public and private psychiatric 
hospitals, schools of nursing, and the following organizations: 
American Hospital Association, American Medical Association, 
National Federation of Licensed Practical Nurses, National 
Association for Mental Health, American Psychiatric Associa- 
tion, the Group for the Advancement of Psychiatry, the Council 
of State Governments, U. S. Department of Health, Education, 
and Welfare, Veterans Administration, and the American Federa- 
tion of State, County, and Municipal Employees. The various 
types of psychiatric aide training programs were discussed, with 
consideration of the relative values of preservice and on-the-job 
training programs. There was general agreement that on-the-job 
training is needed and should be extended and improved. It was 
also said to be of paramount importance that nurses now teach- 
ing in on-the-job training programs be helped, by attendance at 
workshops and short courses, to do better work than many of 
them are now prepared to do. Preservice education was defined 
as preparation, including planned clinical practice, that is pro- 
vided in a block of time preceding employment. It prepares a 
worker for employment not in one institution but in all situations 
of a similar type. It was also said that preservice education of 
psychiatric aides, to whom the day by day care of hundreds of 
thousands of mentally ill patients is delegated, is an absolute 
necessity if that care is to be improved. Mechanical techniques 
can readily be taught on the job, but education for understanding 
and responsibility can be offered more economically and success- 
fully in a planned educational program. It is only in preservice 
programs that students are enrolled as students and are given 
adequate time and opportunity for study and reflection. In dis- 
cussing the pros and cons of establishing such programs under 
junior college, vocational education, or hospital auspices, it was 
agreed that efforts should be made to obtain foundation or gov- 
ernment support for the establishment of two or three programs 
under different types of control, so that comparative data can 
be obtained. Recruitment and training of teachers should also 
be given particular attention at this time. 





MEDICAL FILM REVIEWS 








You'll Never Walk Alone: 16 mm., color, sound, showing time 27 
minutes. Produced for the Crippled Children’s Society of West Virginia 
by the Harrison County Society. Procurable on loan from the National 
Society for Crippled Children and Adults, Inc., 11 S. LaSalle St., Chicago 3. 


This film describes the activities of Camp Horseshoe, main- 
tained for crippled children by proceeds from the sale of Easter 
Seals. Before a child is sent to the camp, located in a national 
park, he is given training at a county rehabilitation center in 
self-feeding, shoe-lacing, and other activities to make him self- 
reliant. The film shows the various activities of the children at 
the camp (emphasizing the advantages of having these children 
live and play together), including volleyball, baseball, other 
games that promote teamwork, checkers, archery, and woodcraft. 

Physical therapy is provided for crippled children at the 
Eastern Convalescent Home in Morgantown, W. Va., and at 
St. Mary’s Hospital in Clarksburg, W. Va., where the children 
are examined before they are sent to Camp Horseshoe. A re- 
habilitation center is maintained in Wheeling, W. Va., where 
crippled children are taught ambulation, stair-climbing, and self- 
help activities. Other rehabilitation centers are located in Charles- 
ton and Morgantown. 
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At Camp Horseshoe the children are cared for under the super- 
vision of the Young Men’s Christian Association. There are 
scenes showing the camp rhythm band performing and other 
campers rolling and sealing the camp newspaper for mailing. 
An amusing and heart-warming scene shows a small camper 
making a hit during a baseball game and pumping his tiny legs 
manfully, as he runs as fast as he can to first base. Another 
scene shows a little girl, who has an artificial upper extremity, 
using her “doll arm.” A state conservation officer gives instruc- 
tions in conservation and fishing, in a specially stocked trout 
stream. During the rest periods, the counselors, one for every 
three children, read stories and the children are given a snack. 
There is a bathing period, and one spastic child is shown being 
taught to float while a one-legged amputee swims happily, un- 
hampered by the loss of the limb. There is a view of the religious 
service at the camp and of the children being helped to walk 
to the service. The narrator points out that the facilities of this 
camp provide a new world of hope for the crippled child. 

The sound recording is very good, the music, which opens 
and closes the film, is superb, and the narration is good. The 
photography is fairly good. On the whole this is an informative 
film that will be useful in stimulating the interest of the layman 
in the problems of the handicapped child and the value of camps 
for crippled children. This film will be particularly useful to 
show service clubs, meetings of parent-teacher associations, and 
other similar organizations. It should arouse interest in the 
proper management of crippled children. A trailer states that 
this is a report to the people of the United States showing how 
“your Easter dollars help the crippled child.” 


Cardiac Output in Man: 16 mm., color, sound, showing time 38 minutes. 
Prepared in collaboration with the staff of the Department of Medicine, 
Post Graduate Medical School of London. Produced in 1951 by and pro- 
curable on loan from Imperial Chemical Industries (New York) Ltd., 
Film Library, 521 Fifth Ave., New York 17. 


This film demonstrates the application of two modern methods 
for the determination of cardiac output in man. Some events in 
the historical development of cardiac output methods are first 
illustrated by means of animated diagrams. The application of 
the direct Fick method is then demonstrated by a determination 
on a patient. The technique of cardiac catheterization is shown 
as well as all subsequent procedures, including the analysis of 
blood gases. The Hamilton dye dilution method is then demon- 
strated. The principle involved is well explained by means of 
animated diagrams, and an actual determination is carried out 
on a patient. The subject matter is well organized and carefully 
presented. The film is, however, somewhat long, and it seems 
that a description of the techniques of gas analysis could have 
been omitted with no sacrifice of the value of the film. The 
photography is good, and the narration is good if one does not 
mind a rather rich British accent. The film is best suited for 
medical students and graduate students in the medical sciences. 
It would likewise be of interest to cardiologists. 


A Better Start in Life: 16 mm., black and white, sound, showing time 
22 minutes, Produced in 1953 by John Sutherland Productions, New York, 
for Swift and Company. Procurable on loan from Modern Talking Picture 
Service, 45 Rockefeller Plaza, New York 20, and regional film exchanges 
of Modern Talking Picture Service. 


This film tells the story of strained meats for babies, showing 
how and why they were developed and what their use means for 
health, convenience, and economy. The questions most often 
asked by mothers about the importance of meat in their babies’ 
diets are answered in the film. For example, the benefits of early 
meat feeding and the place of meat in the baby’s diet are ex- 
plained by the results of research in infant nutrition. The 
importance of research is emphasized. Some of the scenes are 
unrealistic and overdramatic; however, it is an attractive film and 
because of its use of young children it will make an appeal that 
is not commonly found in accounts of research. The references 
to brand names are extremely rare and in good taste. This film 
is recommended for mothers of young children, for high school 
and college classes in nutrition and home economics, and for 
prospective parents. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Aortic Stenosis—Clinical Manifestations and Course of the 
Disease: Review of 100 Proved Cases. J. Bergeron, W. H. Abel- 
mann, H. Vasquez-Milan and L. B. Ellis. A. M. A. Arch. Int. 
Med. 94:91 1-924 (Dec.) 1954 [Chicago]. 


The clinical and autopsy records of 100 patients with aortic 
stenosis and no evidence of significant involvement of other 
valves were reviewed. The stenosis was marked in 49, moderate 
in 32, and mild in 19 patients. The mean age at death for the 
group was 69 years. Men outnumbered women 3 to 1. Symptoms 
in general were those of heart failure. One-third of the patients 
complained of pain referable to the heart; in only half of these 
was the pain diagnostic of angina pectoris. Typical angina was 
more often accompanied by coronary atherosclerosis than was 
atypical cardiac pain. Dizziness was a symptom in one-fourth 
of the group, and syncope was reported in one-eighth. Even in 
the presence of severe aortic stenosis, systolic basal thrill and 
murmur were often absent, the second aortic sound was fre- 
quently judged normal, and the diastolic pressure was often low 
and was associated with a wide pulse pressure. A harsh systolic 
murmur, loudest at the apex or heard exclusively at the apex, 
was at times the only physical sign of aortic stenosis. Systolic 
and/or diastolic hypertension was present in one-third of the 
patients. Electrocardiographic evidence of left ventricular hyper- 
trophy was seen in only 38% of the tracings reviewed, while 
auricular fibrillation was present in 30%. The nature of symp- 
toms and their severity appeared to be of little value in assessing 
the degree of stenosis, perhaps because of the degree of associ- 
ated coronary atherosclerosis, myocardial fibrosis, and aortic 
regurgitation. A rapid evolution of symptoms favored a high 
degree of stenosis. An absent aortic second sound, a grade 4 or 
louder aortic systolic murmur, or an aortic systolic thrill favored 
marked stenosis. Blood pressure and pulse pressure were of 
limited value in assessing the degree of stenosis, but a narrow 
pulse pressure indicated moderate to marked stenosis. It is 
concluded that aortic stenosis even when severe may be accom- 
panied by few if any of the classic signs. Assessment of the 
degree of aortic stenosis by the usual clinical criteria is difficult. 
While the asymptomatic phase of the disease was often long 
and permitted the attainment of advanced age, once cardiac 
symptoms had appeared the prognosis became guarded. The 
appearance of congestive failure was a grave sign, as was 
auricular fibrillation. When either of these was accompanied by 
cardiac pain or syncope, death followed within weeks to months. 


Myocardial Rupture and Hemopericardium Associated with 
Anticoagulant Therapy: A Post-Mortem Study. B. R. Waldron, 
R. H. Fennell Jr., B. Castleman and E. F. Bland. New England 
J. Med. 251:892-894 (Nov. 25) 1954 [Boston]. 


To evaluate the possible effect of anticoagulants on the fre- 
quency of hemopericardium in patients dying with myocardial 
infarcts, the autopsy protocols of the Massachusetts General 
Hospital from 1932 through 1951 were reviewed. Among 8,852 
autopsies there were 955 cases with myocardial infarction: 313 
were less than six weeks old, an additional 232 had areas of 
infarction both recent and old, and 410 infarctions were old. 
Seventy-nine of the 445 cases with recent infarction were asso- 
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ciated with hemopericardium. Because anticoagulants were first 
used in 1946 to prevent complications of myocardial infarction, 
the 79 cases of hemopericardium were divided into those occur- 
ring between 1932 and 1945 (period 1) and those between 1946 
and 1951 (period 2). Period 2 cases were further divided into 
patients who received anticoagulants and those who did not; 
the latter group may serve as controls regarding over-all better 
treatment of patients in recent years. Sixty-four patients received 
bishydroxycoumarin (Dicumarol), five received heparin and bis- 
hydroxycoumarin, and two received ethyl biscoumacetate (Tro- 
mexan) alone. The incidence of hemopericardium with or with- 
out myocardial rupture was not significantly different during 
periods 1 and 2 in the patients who did not receive anticoagu- 
lants. There is, however, at least a threefold rise in the prevalence 
of hemopericardium without rupture and a twofold increase of 
rupture in the patients who received anticoagulants over those 
who did not in both periods 1 and 2. By the chi-square test the 
probability that this difference occurred by chance was less 
than 100. The frequency of hemopericardium increased as the 
anticoagulant effect increased. Since these data are obtained 
entirely from autopsy material they are weighted by fatal 
cases and obviously do not take into account the desirable effects 
of anticoagulant treatment. This study does, however, corrobo- 
rate the suspicion that a certain risk is involved in diminishing 
the normal coagulability of the blood in patients with myo- 
cardial infarction. The risk may be small and is possibly far 
outweighed by the advantages of this method. 


The Selective Use of Anticoagulants in Acute Myocardial In- 
farction Based on Initial Prognosis. M. M. Halpern, L. Lemberg, 
M. Belle and H. Eichert. Ann. Int. Med. 41:942-951 (Nov.) 
1954 [Lancaster, Pa.]. 


In 117 patients with verified acute myocardial infarction 
admitted to the departments of cardiology of Jackson Memorial 
and Mercy Hospitals in Miami, Fla., the prognosis was recorded 
immediately and 24 and 48 hours after the onset by the examin- 
ing physician. By excluding 10 (8.5%) of these 117 patients 
who died within the first 24 hours of admission, 107 were left 
for analysis. During the first 48 hours there was a change in 
prognosis from “satisfactory” to “poor” in six patients, four 
of whom subsequently died. Twenty-four were transferred from 
“poor” to “satisfactory,” and three of these died. Thus in 31 
(29%) of the 107 patients there was a change in prognosis 
during the first 48 hours. Of the 107 patients, 82 received 
anticoagulants. The choice of anticoagulants was left to the 
individual physician. Almost without exception bishydroxy- 
coumarin (Dicumarol) was used, and occasionally ethyl bis- 
coumacetate (Tromexan). Many patients were given heparin 
initially until a therapeutic level was obtained. Thirteen (15.8%) 
of the 82 patients died. Of the 25 patients who did not receive 
anticoagulants, 2 (8%) died. Of the 59 patients classified as 
“satisfactory” risks at the end of 48 hours, 3 (5%) died with or 
without anticoagulants. Of the 48 “poor risk” patients, 12 died, 
a mortality rate of 25%. The most significant features in the 
history that should automatically place the patient in a “poor 
risk” category are previous myocardial infarction and heart 
failure. A history of thromboembolism is undoubtedly a bad 
prognostic sign. The most ominous signs of the acute attack 
are severe shock and acute pulmonary edema. Intractable pain 
may contribute to the shock. The general appearance of the 
patient is also of great importance. No deaths occurred in those 
patients admitted after the first 24 hours of the attack, sug- 
gesting that a natural selection had taken place in that they 
probably were not considered ill enough initially to be admitted 
to the hospital. The authors conclude that it is impossible to 
determine the prognosis of an acute myocardial infarction during 
the first 48 hours of the attack with enough accuracy to justify 
the withholding of anticoagulants unless the onset was 48 or 
more hours previous to the initial observation. In the latter 
case, enough crucial hours have elapsed to make a safe estimate 
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of the prognosis that, if satisfactory, would justify the with- 
holding of anticoagulants. In all of the other cases it is recom- 
mended that anticoagulants be administered initially for at least 
two days until a more accurate prognosis can be established. 
After that the anticoagulants may be withdrawn in those patients 
considered to have cases with a good prognosis. 


Clinical Symptoms and Electrocardiography in Diphtheria. 
A. Wiederhold, J. Nazer, G. Duffau and others. Rev. chil. 
pediat. 25:355-360 (Aug.) 1954 (In Spgnish) |Santiago, Chile]. 


pS 

Observations were made on 100 selected patients with 
diphtheria who were hospitalized in the department for con- 
tagious diseases of the*Roberto del Rio Hospital of Santiago 
between the years of i950 and 1953. Most of the patients were 
between the ages of 4 and 9 years. Ten had had antidiphtheric 
vaccination that was given more than one year prior to the 
development of diphtheria to seven children and two weeks 
before to three. Either or both the pharyngeal and the nasal 
secretions gave positive results for Léffler’s bacillus in 77 cases. 
The results were negative in 19 cases. The organism was identi- 
fied in the nasal secretions only in six cases of pharyngeal diph- 
theria clinically proved. The pharyngeal and nasal smears be- 
came negative before 72 hours in 38 patients. The pharyngeal 
smears became negative 24 hours after starting the antitoxin- 
penicillin treatment in three cases, whereas the nasal smears 
continued positive for 12 to 29 days. The treatment consisted 
of diphtheric antitoxin and penicillin. Antitoxin was given in 
doses of 2,000 to 5,000 units per kilogram of body weight. 
Penicillin was given in doses of 20,000 to 30,000 units per kilo- 
gram of body weight for six or nine days. Cardiac and renal 
complications and croup developed in the first week in the 
course of the disease in 21, 17, and 13 patients respectively. 
Nervous complications developed in the second or third week in 
31 patients. The first electrocardiogram was made on the first or 
second day of hospitalization. Further electrocardiograms were 
made if there were clinical symptoms or electrocardiographic 
signs of myocardial involvement. One hundred twelve electro- 
cardiograms were made in 37 patients with acute diphtheria. The 
group included patients who had a tracheotomy and those with 
extensive membranes, large adenopathy, diphtheric nephropathy, 
or myocardial involvement. Six patients in this group, in whom 
the electrocardiogram was normal, obtained complete recovery. 
Grave changes in the electrocardiogram indicated a poor prog- 
nosis. The period of hospitalization varied between two and 
three weeks. When the patients were discharged 79 had obtained 
complete recovery and 12 were greatly improved with sequels. 
The 10 patients who died included 5 out of 6 with bundle branch 
electrocardiograms first in one branch of the His bundle and 
then in the opposite branch. The other 5 were 1 out of 10 
with sinus tachycardia, 3 out of 13 with myocardial damage and 
one with inversion of the S-T segment. The author concludes 
that the electrocardiograms are of value in showing early myo- 
cardial involvement and the course of diphtheria and of the 
cardiac complications. 


Pulmonary Arteriovenous Fistula and Telangiectasia. E. Weiss 
and B. M. Gasul. Ann. Int. Med. 41:989-1002 (Nov.) 1954 
[Lancaster, Pa.]. 


Of 149 cases of pulmonary arteriovenous fistula reviewed by 
Weiss and Gasul, 144 were collected from world literature, 2 
were cases they had observed, and 3 were cases in which un- 
published data were obtained from personal communications. 
In 145 patients with this uncommon pulmonary vascular lesion, 
a saccular vascular dilatation occurred at the junction of a pul- 
monary artery and vein, causing shunting of blood without its 
passing through the lung capillaries, thus accounting for the 
symptom complex that occurred. The first of the authors’ two 
patients, a 27-year-old man, belonged to this group. He had a 
history of cyanosis, clubbing, dyspnea, epistaxis, cutaneous 
hemangiomas, hemoptysis, central nervous system symptoms, 
and polycythemia. There were no auriculoventricular lesions 
demonstrable by roentgenograms or fluoroscopy; they were 
looked for but were not found. An aneurysm behind the heart 
was revealed at autopsy. In 4 of the 149 patients the usual 
saccular dilatation or fistula was not found. Instead, numerous 
small telangiectasias were present through which the shunting 
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of the unoxygenated blood occurred. The authors’ second patient, 
a 25-year-old man, represents the fourth patient in this group. 
He had a history of dyspnea, cyanosis, and episodes of hemoptysis 
of eight years’ duration, when polycythemia developed. Barium 
studies revealed a large duodenal ulcer. There was hemoptysis 
and severe and repeated bleeding from the gastrointestinal tract, 
and the patient died despite blood transfusions, fluid and oxygen 
administration, Levine suction, and tracheal aspiration. The 
gross and microscopic examination of the lung revealed a pul- 
monary fibrosis of moderate degree. There was evidence of 
hemorrhage into the lung. The microscopic examination of the 
left lower lobe revealed foci of distended, congested precapillary 
vessels. This was interpreted as a pulmonary telangiectasia. The 
possibility exists that this telangiectasia entered as an arterio- 
venous communication, in which case the picture of poly- 
cythemia and clubbed fingers would be a secondary typical 
complication to the pulmonary finding. The pulmonary fibrosis 
per se was not sufficient to explain the polycythemia. The duo- 
denal ulcer could be interpreted as a typical complication 
secondary to polycythemia. The cause of death was a massive 
hematemesis with aspiration of the blood into the lungs. In 
patients with pulmonary arteriovenous fistula and telangiectasia 
a frequent misdiagnosis of congenital heart disease is made 
because of the clubbing and cyanosis. Tuberculosis and lung 
tumors may be suggested by the hemoptysis and roentgenologic 
demonstration of a lobulated or round discrete mass with two or 
more linear shadows connecting the mass with the hilum. 
Fluoroscopically the mass may be seen to decrease in size in 
Valsalva’s maneuver and to increase in size in Miiller’s 
maneuver. Routine roentgenograms may fail to show the pres- 
ence of a lesion. Emphasis is placed on the need for angiography 
in addition to routine roentgenograms and fluoroscopy for con- 
clusive diagnosis, and, when surgery is anticipated, in order to 
see all the lesions. 


A Preventive Approach to Common Diseases of the Lung. 
H. Joules. Brit. M. J. 2:1259-1263 (Nov. 27) 1954 [London, 
England]. 


According to Joules, enough is known now of the causation 
of the major lung diseases, i. e., bronchitis, pneumonia, cancer, 
and tuberculosis, to make their prevention possible in a com- 
munity aware of the simple facts governing these lesions of the 
chest. Two aspects of atmospheric pollution are very important, 
namely, general atmospheric pollution and dust and fumes at 
work. Atmospheric pollution results mainly from unburned 
carbon and other solids of coal combustion, together with sulfur 
gases. In appropriate weather conditions these form aerosols 
that give rise to disastrous consequences. The great fog of 
December, 1952, killed 4,000 people in 14 days in London. In 
the great coal-consuming plants—electricity, gas, and transport— 
one should attempt to extract the sulfur gases from their 
effluents, thus producing much less visible smoke. It is by alter- 
ing conditions at work that one can hope to get the greatest 
improvement in the morbidity and mortality rates in chronic 
chest illness. Such industrial processes as mining, pottery, foun- 
dry work, cotton-spinning, and quarrying are taking a huge and 
avoidable toll of lives. Much investigation was undertaken to 
show that these and allied industrial processes produce specific 
effects on the lungs. It is essential to emphasize that the first effect 
of inhaling dust or toxic fumes is to produce cough. Satisfactory 
air conditions at work will have been established when it can be 
shown that no cough is produced after a minimum exposure of 
five years. The combination of dust, particularly silica, with 
tuberculosis is probably responsible for the most serious chest 
complaint, i. e., progressive massive fibrosis. This is known to 
be common in the mining districts of South Wales, and is prob- 
ably commoner than suspected in other mining areas. Its pre- 
vention is urgent. An annual roentgen ray examination of all 
miners and their families for the next five years and the im- 
mediate treatment of any infectious case would probably do 
much to eliminate tuberculosis. Cigarette smoking has been 
shown to be more dangerous to health than any other national 
habit. Unless the irritant and carcinogenic effects can be 
eliminated, further manufacture and sale of cigarettes should be 
seriously questioned. No consideration of tax collection should 
blind one to the need for action. The probability of carcinoma 
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of the lung in any patient over 45 years of age who has smoked 
for 20 years or more always should be considered. There is 
much to commend annual chest-x-ray examination of all who 
continue to run this risk and who are 45 years of age and older. 
The insistence on frequent radiological examination will also 
bring home to the population and the government the need for 
preventive action. The possibilities of beneficial activity by the 
general practitioner were never greater than in this situation. 
During the last century there was great progress in eradicating 
intestinal diseases, such as typhoid, cholera, and dysentery. 
More spectacular progress can now be made in ridding the 
population of diseases of the chest. This challenge is a personal 
and a national one. Economically, action is essential; humanly, 
it is imperative. 


Hereditary Hemorrhagic Telangiectasia: A Report of Pulmonary 
Arteriovenous Fistulae in Mother and Son: Medical (Hormonal) 
and Surgical Therapy of This Disease. E. C. Heyde. Ann. Int. 
Med. 41:1042-1054 (Nov.) 1954 [Lancaster, Pa.]. 


Heyde reports a family of 36 persons with hereditary hemor- 
rhagic telangiectasia, one form of capillary heredopathia distin- 
guished by the familial incidence of dilated small blood vessels 
histologically comprising a single layer of endothelium, with a 
conspicuous deficiency of muscular and elastic layers of the 
vessel walls. The lesions are true vascular “spiders,” which occur 
most commonly on the oral and nasal mucosa, lips, face, arms, 
and upper trunk but may also be located in the viscera or any- 
where in the body. Of the 36 members of this family whose 
histories were available, 7 had clinically obvious signs of the 
disease, and 4 additional members may have been affected. 
Twenty members of this family were young, several of them 
children, so the disease may become manifest in them around 
the age of puberty, when it often first appears. Two of the 11 
people who had or probably had the disease, a 39-year-old 
woman and her 18-year-old son, had proved pulmonary arterio- 
venous fistulas, while a third, a 53-year-old woman, very likely 
had one that ruptured and caused her death. Large pulmonary 
fistulas should be removed surgically. Small lesions can probably 
be watched and operated on if they become larger, but certain 
hazards remain even with the small fistulas. Segmental resection 
is the best surgical procedure. In two female members of the 
family epistaxes were related to menstruation, and there is un- 
doubtedly a connection between the sexual cycle, blood hormonal 
levels, and the nasal mucosa. Successful control of epistaxis in 
patients with hereditary hemorrhagi: telangiectasia by giving 
estrogens io the female patients and estrogen-androgen tablets 
to the males had been reported by other workers (J. A. M. A. 
149:1376 [Aug. 9] 1952). Only one of the author’s patients had 
epistaxis severe enough to make him willing to try estrogen- 
androgen therapy. He noted much improvement, especially in 
a reduction in the duration of individual bouts of epistaxis. 
Hormonal therapy deserves a trial, at least when epistaxes are 
frequent and severe. 


Treatment of Brucellosis in Man. S. Signorelli. Minerva med. 
45:935-941 (Oct. 17) 1954 (In Italian) [Turin, Italy}. 


Signorelli states that the administration of antibiotics is the 
treatment of choice for acute brucellosis. Although streptomycin 
given concurrently with dihydrostreptomycin and sulfadiazine is 
efficacious, most acute forms of brucellosis are treated with spe- 
cific antibiotics such as chlortetracycline (Aureomycin), oxytetra- 
cycline (Terramycin), and chloramphenicol (Chloromycetin) 
in doses of 1 to 2 gm. daily for one or two weeks. It is best to 
administer the drug orally (a 250 mg. capsule at three or four 
or six hour intervals) with the use of the rectal and parenteral 
routes for patients in whom gastric intolerance is present. If the 
beneficial effects of the therapy fail to appear by the third or 
fourth day, 50 cc. of blood every three days (especially to 
anemic patients in poor general condition) or 25 mg. of corti- 
cotropin daily for seven or eight days may be given in addition 
to the antibiotic. If the condition becomes aggravated, the treat- 
ment should be interrupted and started again after 10 to 15 days, 
during which the symptomatic treatment is combined with the 
intravenous administration of epinephrine. There is no need to 
continue the specific therapy for more than one week after fever 
has subsided. As a rule, one or two weeks after the recovery a 
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small wave of fever that lasts a few days and subsides spontane- 
ously reappears. This is a miniature relapse that proves the 
immunoallergic nature of the mechanism of recovery. Therefore, 
should fever reappear after the patient’s recovery, it is necessary 
to determine whether it is a miniature relapse. If it is not, the 
antibiotic should be given again in the same doses as before, 
At this time the addition of specific vaccine therapy may give 
excellent results and prevent possible relapses. Vaccine therapy 
is the treatment of choice for chronic brucellosis provided “the 
right dose is given by the proper route at the most opportune 
time.” Unfortunately, standardization of this therapy, which was 
introduced in 1935 by the author’s teacher, Professor De 
Guglielmo, has not been possible. The administration of small 
doses of corticotropin may be added if resistance to the therapy 
develops, whereas if phenomena of hypersensitivity develop 
specific chemotherapy may be substituted. If the condition is not 
controlled easily and quickly by the specific chemotherapeutic 
agent, epinephrine should be administered for 10 to 15 days 
and then vaccine therapy instituted again. The adoption of these 
schedules has given Signorelli and his school good results in the 
treatment of brucellosis. 


The Immunological Problem of Influenza. C. H. Andrewes. 
Practitioner 173:534-539 (Nov.) 1954 [London, England]. 


Discussing the reasons why influenza attacks adults not once 
but many times, Andrewes shows that antibody against influenza 
is almost useless while in the blood stream, where there is no 
virus for it to counteract; and it only imperfectly penetrates to 
the outside surface of the respiratory mucosa, where it is really 
wanted. Furthermore, influenza viruses are. antigenically un- 
stable. A continual emergence of new antigenic patterns from 
one epidemic to another permits successful attack by next year’s 
virus on persons who are resistant to the influenza viruses of 
last year and years still farther back. Burnet has called the 
phenomenon antigenic drift. The author discusses antigenic 
changes from the point of view of their bearing on the epidemiol- 


- ogy of influenza and on the composition of vaccines. Antigenic 


instability helps influenza to infect millions. Major winter 
epidemics are often preceded by small local outbreaks in the 
preceding summer; these and the subsequent big epidemic have 
several times been shown to be due to viruses that are anti- 
genically the same. If a new strain arises anywhere in the world, 
it is theoretically possible to isolate the virus and send it to 
another country to prepare vaccine from it before that country 
is hit. In fact, such a tactic was proved feasible in the United 
States in 1951. But in practice it is difficult to prepare vaccine 
of known potency and safety on any large scale within a matter 
of months. Should a lethal pandemic like that of 1918 and 1919 
recur, all possible efforts to work swiftly would be called for. 
With the less terrifying influenza of more recent times, such 
rush tactics may not be necessary or justifiable. It is possible to 
make influenza vaccines of such potency that they not only give 
protection but also induce unpleasant local and general reactions. 
A balance between potency and safety must therefore be struck. 
In Britain vaccine adsorbed to aluminum phosphate has proved 
potent and relatively free from troublesome reactions. Recently 
attempts have been made to use vaccines emulsified with oily 
adjuvants. Such vaccines produce, for a given amount of virus 
content, a larger and more durable antibody rise. Since a useful 
effect can be produced with smaller doses, rapid vaccine pro- 
duction in an emergency would be greatly helped. Unfortunately, 
we are not yet in a position to say that such vaccines are devoid 
of the risk of producing late reactions. The possibility of re- 
currence of a lethal pandemic like that of 1918 and 1919 is a 
main justification for developing vaccines. Their practicability 
for ordinary influenza is questionable. Long-lasting immunity to 
a given strain will be hard to achieve. It may be best to have 
available the best possible vaccine for people in key positions, 
who are especially important for the welfare of the community, 
and for others, particularly vulnerable, who may demand it. It 
will then be best to give it in November or December, before 
an expected outbreak. Incidence of outbreaks has been roughly 
every other year. Patients who ask for vaccine on the grounds 
that they have a terrible attack of influenza every winter can 
safely be told that whatever they have every winter is almost 
certain not to be virus influenza. 
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Osteomalacia in New York. I. Snapper, R. Seely, S. Falk and 
I]. Feder. Ann. Int. Med. 41:893-909 (Nov.) 1954 (Lancaster, 
Pa.]. 


The occurrence of osteomalacia is reported in two women 
aged 32 and 47 years and in two men aged 56 and 46 years who 
were residents of New York City. Osteomalacia is a metabolic 
disease of bone in which insufficient amounts of calcium and/or 
phosphorus are available. A negative calcium balance leading 
to osteomalacia may come about in various ways. The most 
obvious cause is a simple lack of vitamin D. This vitamin is the 
chief agent of controlling absorption of calcium from the in- 
testine. Although the fundamental mechanisms involved in this 
control are unknown, it has been demonstrated that, in human 
beings and in animals depleted of vitamin D, little if any calcium 
is absorbed. In certain regions of the world, as in north China, 
environmental conditions, that is, lack of exposure to sunshine 
combined with a lack of vitamin D in the diet, may lead to an 
impressive incidence of osteomalacia in the population. In the 
United States such dietary and environmental conditions do not 
exist, but nevertheless osteomalacia occurs occasionally, usually 
in conditions that interfere with the intestinal absorption of fats, 
fat-soluble vitamins, calcium, and phosphorus. In the authors’ 
four patients, osteomalacia developed in the course of prolonged 
steatorrhea. The younger of the two women had a clear-cut sprue 
syndrome, with bone pain and diarrhea as the presenting com- 
plaints. Roentgenograms revealed pronounced generalized de- 
mineralization of the skeleton with symmetrical fractures of the 
pubic bones. Both the serum calcium and phosphorus levels were 
low, and the alkaline phosphatase level was elevated. Only a 
small amount of calcium was excreted in the urine. Rapid im- 
provement of the condition of the skeleton, a rise in the serum 
phosphorus level and increased calcium excretion in the urine 
followed the parenteral administration of vitamin D. Quantita- 
tive studies of the fecal fat content proved the existence of 
steatorrhea, which was the cause of the osteomalacia. The patient 
had unequivocal evidence of scleroderma involving the skin, and 
this suggests the possibility that sclerodermatous changes in the 
small intestine were the cause of the steatorrhea. The other 
female patient and one of the men had prolonged biliary 
steatorrhea that gave rise to osteomalacia; in the man there was 
obstruction to the large bile passages, producing a true biliary 
cirrhosis; while in the woman blockage of the finer biliary 
radicles was caused by the development of primary biliary cir- 
rhosis. In both patients bile salts were not available for the 
emulsification and absorption of fats. Rapid improvement of 
bone pains resulted from treatment with ultraviolet light and 
injections of vitamin D in the man, but death resulted in both 
patients from far-advanced biliary cirrhosis. In the other man, 
in whom an ileostomy had been performed seven years previously 
for ulcerative colitis, this long-standing ileostomy was the major 
factor causing steatorrhea. A diagnosis of subacute infectious 
hepatitis was made during life, and a toxic nodular cirrhosis of 
the liver with esophageal varices was discovered at autopsy. It 
is possible that this essentially parenchymal disease of the liver 
also contributed to the patient’s steatorrhea and consequently to 
his osteomalacia. The importance of the loss of fat-soluble 
vitamin D in the fatty stools is emphasized. Treatment should 
consist of parenteral administration of vitamin D and irradiation 
with ultraviolet light. 


Scleroderma (Based on a Study of Over 150 Cases). I. Leinwand, 
A. W. Duryee and M. N. Richter. Ann. Int. Med. 41:1003-1041 
(Nov.) 1954 [Lancaster, Pa.]. 


Of 150 patients between the ages of 3 and 65 years with 
scleroderma, 108 were females and 42 males; females thus pre- 
dominated in a ratio of about 2.7 to 1. Sixteen female patients 
and six male patients died; one patient died eight months after 
the earliest clinical signs of the disease, and one is still alive who 
has had scleroderma for 30 years. The diagnosis was confirmed 
by biopsy in most of the patients. The study of the clinical and 
pathological picture of the disease in these patients showed that 
the course of scleroderma does not follow any particular pattern 
for all cases; it may be fulminating in type, becoming rapidly 
fatal, or may remain in an arrested state throughout a normal 
life span. Its course is usually episodic, with variable periods of 
arrest and exacerbation. Scleroderma is a disease of the con- 
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nective tissue of unknown causation. Because the connective 
tissue is derived from mensenchyma, as are smooth muscle, 
endothelium, and mesothelium, these other tissues are commonly 
involved wherever they may be located. The symptoms and find- 
ings vary according to the location of the tissue involved and 
may be limited or extensive. Due to widespread involvement of 
the arteries, in only a few patients are the lesions limited to 
one system of the body. As the disease progresses the complaints 
become indicative of visceral involvement, and the various 
physical findings and laboratory examinations confirm the symp- 
toms. Roentgenologic examination often presents evidence of 
the disease in absence of physical findings. Similarly, autopsy 
may reveal extensive lesions in the absence of clinical signs. 
Dysphagia may be present for some time and, in the absence of 
stricture, may disappear. In most cases, symptoms of visceral 
involvement remain until death. Despite pulmonary fibrosis, the 
onset of dyspnea does not usually occur until cardiac involve- 
ment is present. Dyspnea, therefore, is a grave prognostic sign 
and usually heralds the onset of the terminal phase. The kidneys 
are nearly always involved in the final phase, as noted by the 
appearance of red blood cells, casts, and protein in the urine. 
Decreased kidney function is confirmed by decreased urea 
clearance, retention of nitrogen in the blood, and inability to 
concentrate the urine. Hypertension is usually associated with 
involvement of the kidneys. Examination of the fundi reveals 
the typical findings of hypertensive retinitis. Occasionally, in- 
testinal obstruction may be the final result of the lesions in the 
small intestine, colon, gallbladder and spleen. There is no cura- 
tive therapy. Cortisone was used in eight patients for a period 
of from several months to several years. All but one patient 
showed objective improvement despite severe deformities. Corti- 
sone appears to have arrested the progress of the disease. One 
patient was given 300 mg. of the drug in divided doses daily until 
definite improvement was noted; she has been maintained on 
a regimen of 100 mg. of the drug given every other day for 
more than four years. 


Hypertension and Its Control by Hexamethonium. K. S. Smith, 
P. B. S. Fowler and V. Edmunds. Brit. M. J. 2:1243-1250 
(Nov. 27) 1954 [London, England]. 


Hexamethonium bromide was used in the treatment of 83 
patients with hypertension who were followed for periods vary- 
ing from six months to three years. In all cases treatment was 
initiated in hospital. Oral therapy was reserved for the 32 milder 
cases, while the 51 patients with severe hypertension, and in 
particular those with disease in the malignant or premalignant 
phase, were treated by the parenteral route. It was found that 
hexamethonium bromide might be used successfully even when 
a sensitivity test is unfavorable. Routine treatment consisted of 
two or three subcutaneous injections of hexamethonium bromide 
daily. All patients were treated with a delaying preparation 
(hexamethonium bromide in povidone), and occasionally a small 
dose of ephedrine (0.5 mg. in 0.1 cc.) was added. Patients con- 
tinued this treatment at home with self-administered twice-daily 
injections. After several weeks most were readmitted for a 24- 
hour blood pressure survey. In some patients oral treatment 
with hexamethonium bitartrate was substituted for one or both 
injections. Parenteral treatment was far more successful in con- 
trolling blood pressure than oral therapy, especially in those 
patients with the highest initial diastolic pressure. The blood 
pressure control was good or fair in 23 (66%) of 35 patients 
continuing parenteral treatment, as compared with 8 (36%) of 
25 patients continuing oral therapy. The effect of hexamethonium 
treatment in relieving symptoms could not be correlated with 
the degree of the control of blood pressure. In patients with 
symptoms rather than complications of hypertension, relief of 
symptoms was uniformly satisfactory. Of the 83 patients, head- 
ache was the presenting symptom in 21 (25%), and all these 
obtained relief. Twelve patients were given only one injection 
in the course of 24 hours, on retiring at night. These were patients 
threatened with left ventricular failure. They benefited by the 
several hours of lowered pressure through the night and at the 
same time were spared the side-effects often experienced soon 
after an injection. The side-effects from this treatment were 
classified as those due to the fall in blood pressure, such as 
postural hypotension, muscle weakness, lassitude, and increased 
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susceptibility to cold, and those directly caused by the ganglion- 
blocking action of the drug, including gastrointestinal and blad- 
der disturbances, paralysis of accommodation, and impotence. 
Means of relieving such side-effects have been described. During 
the course of parenteral treatment nine patients died and in six 
others treatment had to be discontinued for various reasons. 
The indications for treatment with hexamethonium bromide 
were as follows: sustained essential hypertension with a diastolic 
pressure at 130 mm. Hg or more; age of the patient less than 
60 years; progressive increase in blood pressure; threatening 
left ventricular failure due to hypertension; severe symptoms, 
notably headache and incapacity for work; threatened change 
from benign to malignant hypertension. Contraindications were: 
blood pressure lower than the critical diastolic level of 130 mm. 
Hg; age of 60 years or over; evidence of more than slight im- 
pairment of renal function; evidence of more than slight cerebral 
or coronary disorder. While a reduction of pressure might be 
undesirable in these two groups, it must be remembered that 
continuing high pressure may equally, and perhaps earlier, bring 
serious hazards. While hexamethonium bromide is not the ideal 
method, it is at the present the most effective means of con- 
trolling high blood pressure. The risks of continuing high pres- 
sure far outweigh the possible danger from sudden fall of 
pressure. 


Experience with a Tubeless Method of Gastric Analysis. R. M. 
Morrell. M. Ann. District of Columbia 23:622-625 and 664 
(Nov.) 1954 [Washington, D. C.]. 


The new tubeless method of gastric analysis, which eliminates 
the difficulties and discomfort for the patient of intubation, con- 
sists of the oral administration of a cation-exchange—quinine- 
indicator mixture and the subsequent determination of urinary 
quinine at intervals. Contact between the resinous compound 
with its attached quinine ion and dilute acids is followed by 
displacement of the quinine from the resin. The presence of 
free gastric hydrochloric acid, therefore, results in the release 
of quinine and its excretion by the kidneys. The efficacy and 
accuracy of this method was tested in 50 subjects, 14 of whom 
served as controls. Readings were designated as positive when 
they indicated the presence of free acid as shown by more than 
25 mcg. of quinine sulfate per cc., negative when the amount of 
acid was very small (as shown by less than 15 mcg.), and “trace” 
when it was between these two. The results obtained by the tube- 
less method were positive in 20 of the 50 subjects, negative in 
18, and “trace” in 12. The correlation between the results of the 
two methods was positive in 12 (86%) of the controls; of the 
remaining two, one was negative by tube and positive by tube- 
less and the other was positive by tube and gave a trace reading 
by tubeless. Further investigation is needed to explain the sig- 
nificance of the results in these two cases. In vitro studies made 
to determine the effect of various digestive secretions on the test 
substance suggest that the tubeless method can be used to detect 
the presence of materials other than gastric hydrochloric acid, 
i. e., bile, pancreatin, pancreatic amylase, and dilute lactic acid. 
The potential usefulness of such a test as this for screening large 
groups of patients (at a cancer detection center, for instance) is 
obvious. Care should be used, however, in interpreting the find- 
ings in connection with gastric carcinoma because of the new 
light shed on this problem by recent studies of achlorhydria in 
patients with benign and malignant gastric ulcers. 


Simultaneous Lowering of Albumin and of “Middle Fractions” 
of Globulin, and Increase of Gamma Globulin as a New Sign 
of Hepatic Coma. C. K. V. van Dommelen and M. J. Schulte. 
Nederl. tijdschr. geneesk. 98:2878-2880 (Oct. 9) 1954 (In Dutch) 
[Amsterdam, Netherlands]. 


In three patients in whom hepatitis had resulted in severe 
hepatic insufficiency, van Dommelen and Schulte examined the 
serum proteins by means of paper electrophoresis, using the 
technique described by Flynn and de Mayo in 1951. All three 
patients were women, whose ages ranged from 43 to 57 years. 
Paper electrophoresis revealed a decrease of the albumin and 
an increase in the gamma globulin contents. In addition to this 
the alphas and beta fractions (“middle fractions”) were below 
normal. Two of the women died and one recovered. In this last 
one the so-called middle fractions increased to normal during 
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recovery. The authors’ feel that these changes suggest that 
albumin and alphas globulin and beta globulin are built up by 
the liver cells, whereas the gamma globulins originate elsewhere. 
At any rate, reduction of alpha, globulin and beta globulin 
below normal seems to indicate hepatic coma and a poor prog- 
nosis. In about 800 paper electrophoresis examinations this 
change was never seen in other conditions, but one of the 
authors observed it in five other patients with hepatic coma. 


Treatment of Angina Pectoris with Cinchona Alkaloids, J. E. F. 
Riserman, L. A. Steinberg and G. E. Altman. Circulation 10:809- 
823 (Dec.) 1954 [New York]. 


The comparative therapeutic value of 12 pharmaceutical 
preparations was studied in 22 men and 10 women with angina 
pectoris. All 32 patients were ambulatory and visited a special 
angina pectoris research clinic of the Beth Israel Hospital in 
Boston at weekly intervals. The preparations given to these pa- 
tients included placebos, glyceryl trinitrate, five cinchona alka- 
loids (quinidine, quinine, cinchonidine, cinchonine, and cincha- 
midine), procaine amide (Pronestyl) hydrochloride, chloroquine 
(Aralen) phosphate, pentaquine, chloroguanide, and pentaery- 
thritol tetranitrate. The methods of evaluation included: (1) a 
comparison of the clinical response, with measurements of the 
exercise tolerance under standard cold conditions, and studies 
of the effect of medication on the electrocardiographic changes 
induced by exercise; (2) comparison of the value of the cinchona 
alkaloids with the ineffective placebos, the very effective glyceryl 
trinitrate and the slightly effective pentaerythritol tetranitrate; 
and (3) analysis of the results in two separate groups of patients, 
that is, those likely to respond to vasodilator therapy and those 
not likely to respond to such therapy. Four of the five cinchona 
alkaloids, namely, quinidine, quinine, cinchonidine, and cincha- 
midine, proved to be highly effective in some but not in all 
patients with angina pectoris. The drugs decreased the frequency 
of attacks in daily life and increased the exercise tolerance under 
standard cold conditions. The dosage used in most of the patients 
was 0.360 gm. or three tablets of 0.12 gm. given three times 
daily, on arising, at 2 p. m., and on retiring. The patients most 
likely to respond to these alkaloids were those who responded 
well to glyceryl trinitrate. No toxic and few untoward effects, 
such as diarrhea, nausea, tinnitus, dizziness, and urticaria were 
observed. Quinine sulfate (0.3 to 0.4 gm. every eight hours) 
appears to be the drug of choice from the standpoint of availa- 
bility at low cost and low toxicity as well as effectiveness. Quini- 
dine is possibly somewhat more effective in angina pectoris than 
is quinine but is somewhat higher in cost. The effectiveness of 
the cinchoma alkaloids in angina pectoris is apparently the 
result of a vasodilator action that in turn is dependent on the 
presence of the quinoline ring. 


“Isolated” T-Wave Negativity in the “Ischemic Phase” of Myo- 
cardial Infarction in Man. R. C. Schlant, H. D. Levine and 
C. C. Bailey. Circulation 10:829-842 (Dec.) 1954 [Chicago]. 


The cases of five men and one woman with a possible early 
“ischemic” phase of acute anteroseptal myocardial infarction 
are reported. T-wave inversion, in leads localized to a small 
segment of the precordium, was observed in the first patient 
four days before the development of electrocardiographic altera- 
tions diagnostic of myocardial infarction; in the second patient 
there was an interval of 10 hours, in the third 19 days, in the 
fifth 34 days, and in the sixth five years. In the fourth patient 
there was a five day interval between the T-wave inversion and 
RS-T segment elevation, which then disappeared. Twelve days 
later the patient died suddenly, and autopsy revealed a recent 
thrombus in the descending branch of the left coronary artery. 
There was also a fairly recent intramural infarct in the region 
of the apex of the left ventricle. A seventh patient, a 44-year- 
old man, in whom the T-wave inversion disappeared and more 
profound changes never developed is reported on. It appears 
that the early T-wave changes observed in the authors’ patients, 
whether or not associated with evidence of tissue-breakdown, 
may progress through the stages of RS-T and QRS changes 
after a short interval (three patients) or longer interval (two 
patients); they may progress to the stage of RS-T segment shift 
and, rather than proceed to develop more definite changes of 
myocardial infarction, actually recede to the stage of pure 
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T-wave inversion (one patient); or they may retrogress from a 
phase of T-wave inversion to a normal electrocardiogram (one 


patient). Inversion of the T-waves, restricted to, or predomi- | 


nant in circumscribed areas of the precordium, thus may pre- 
cede, herald, or, at times, constitute an integral part of the 
electrocardiographic sequence of acute infarction of the anterior 
wall of the heart. These changes may remain fixed for long 
periods of time or show an instability in the direction toward 
or away from normality. In either case they may represent the 
clinical counterpart of an “ischemic” phase of myocardial in- 
farction described previously in dogs. The Q-T interval is gen- 
erally normal when these changes are recorded, but it may be 
shortened or lengthened. This experience emphasizes the need 
for protracted observation of patients showing these changes and 
justifies skepticism toward regarding them, especially under 
clinically suspect circumstances, as normal variations. 


Studies on Tolerance to Ganglionic Blocking Agents in Man: 
Reversal of Depressor Action of Quarternary Ammonium Com- 
pounds, A. S. Dontas and S. W. Hoobler. Circulation 10:887- 
895 (Dec.) 1954 [New York]. 


Twelve patients with moderate to severe essential hyper- 
tension were studied in the cardiovascular unit of the University 
of Michigan Hospital for a period of 10 to 15 days before, 
during, and after a short period of treatment with hexame- 
thonium administered parenterally. The patients were kept on 
a low-sodium diet and remained ambulant in the ward during 
their treatment with hexamethonium. The drug was given in 
daily doses of from 30 to 100 mg. subcutaneously in four equal 
doses every six hours. Foot and forearm blood flows were meas- 
ured in six of the patients by venous occlusion plethysmography 
in a temperature-controlled room with a collecting cuff pressure 
of 80 mm. Hg. In no case did collecting pressure exceed dia- 
stolic pressure. The effects of intravenous injections of 50 to 
300 mg. of tetraethylammonium chloride and 7 to 30 mg. of 
hexamethonium chloride given about 45 minutes later were 
studied at frequent intervals before, during, and for one or two 
days after the treatment. The injections were given two to four 
hours after the therapeutic subcutaneous injection of hexa- 
methonium on the ward. Results showed that the hypotensive 
effects of intravenous injections of tetraethylammonium and 
hexamethonium chloride decrease and finally become pressor 
during the course of short-term treatment with subcutaneously 
administered hexamethonium. During such a blockade, the rest- 
ing foot and forearm blood flows are not appreciably higher 
than the control values; the test injections elicit definite but less 
prominent increases in foot blood flow, indicating persistence 
of sympathetic tone to this area; the forearm blood flow re- 
sponse is considerably reduced, and increases in forearm flow 
are frequently observed, especially with hexamethonium. Rea- 
sons are given for suggesting that the pressor action of tetra- 
ethylammonium chloride is a result of its direct vasoconstrictor 
action in the absence of a concomitant depressor effect. Evidence 
indicated that the “tolerance” to ganglionic blocking agents in 
man is associated with a decreased sympathetic tone in the feet 
and forearm and is not due to increased amounts of circulating 
adrenal medullary or cortical hormones. Possibilities are dis- 
cussed for this apparent vascular autonomy and the area of vaso- 
constriction. Cross tolerance developed between the various 
quarternary and tertiary N-ganglionic-blocking agents studied 
[tetraethylammonium chloride, hexamethonium, N,N,N’,N’-3- 
pentamethyl-N,N’-diethyl-3-azapentane-1,5-diammonium dibro- 
mide (pendiomide), and the trivalent ganglionic blocking agent 
(SU-1194)] and extended to a minor degree also to the adrenergic 
blocking agents phentolamine (Regitine) methanesulfonate and 
N-phenoxyisopropyl-N-benzyl-8-chloroethylamine (Dibenzyline) 
hydrochloride. 


Arterenol (Nor-Epinephrine) Therapy and Circulation in Shock. 
A. Schmid and A. Gianoli. Schweiz. med. Wchnschr. 84:1283- 
1286 (Nov. 13) 1954 (In German) [Basel, Switzeriand]. 


The favorable effect of levarterenol (J-nor-epinephrine) on 
the blood pressure is described in two patients in severe shock. 
The first patient, a 51-year-old diabetic man with bilateral pneu- 
monia and suppurative meningitis, was in severe shock with 
systolic blood pressure of 50 mm. Hg, coma, and Cheyne-Stokes 
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respiration when levarterenol infusion was instituted. After the 
administration of 1 mg. of the drug for one hour the blood 
pressure was 150/80 mm. Hg, and after six and one-half hours 
of therapy the patient had become responsive and respiration 
was normal. Levarterenol infusion had to be continued for 11 
days, with a total dose of 104 mg. of the drug. Blood pressure 
was determined first every 10 minutes and later at longer inier- 
vals. The patient was discharged from the hospital after three 
months, and after an additional six months he was able to take 
care of his small farm. The second patient, a 64-year-old man, 
had pulmonary gangrene caused by infected pulmonary infarcts, 
and Bacillus welchii was demonstrated. The shock that resulted 
from this massive intoxication subsided after the administration 
of levarterenol for five days, and the patient did not require 
any stimulants for 32 days. Death occurred suddenly on the 
43rd day and apparently was caused by failure of the respira- 
tory center. These two cases showed that human blood pressure 
can be maintained artificially with levarterenol for prolonged 
periods. By its vasoconstrictor effect the drug makes possible 
the restoration of an arterial minimal pressure that is required 
in order that the varying vascular resistance in the periphery 
may become sufficiently effective with respect to the distribution 
of the blood. The “oozing” of the blood into the periphery is 
reduced, and the occasional sludging of blood, particularly in 
the area of the sympathetic nerve, becomes remobilized and 
the blood is returned to the heart, since the drug exerts also 
a venoconstrictor effect. 


Problems of “Aberrant Lateral Thyroid Tumors”: Cytodiag- 
nostic Puncture. O. F. Grosso and P. Paseyro. An. Fac. med. 
Montevideo 39:267-274 (May-June) 1954 (In Spanish) {[Monte- 
video, Uruguay]. 


Two new cases of cancer of the thyroid gland without clinical 
symptoms are reported. The cancer manifested itself by the 
presence of the so-called aberrant lateral thyroid tumors, which 
are metastases of the primary thyroid tumor. The metastases 
are restricted to the lateral cervical lymph nodes. The primary 
thyroid tumor is always located in the lobe homolateral to the 
metastases. It may be so small as to escape identification even 
during surgical examination of the structure. A diagnosis of un- 
known thyroid cancer is feasible by the presence of either small 
or large thyroid cells in the tissue of the metastases obtained 
by puncture. Thyroid cells can reach the regional cervical lymph 
nodes only by metastases. A positive cytodiagnosis of the 
metastases calls for thyroidectomy. Extremely small thyroid 
tumors can be recognized in small sections of the thyroid gland 
surgically removed after cytodiagnosis of the metastases. The 
two subjects of this report had unpalpable thyroid tumors. A 
diagnosis was made in the first patient by cytodiagnostic puncture 
of the metastases; thyroidectomy followed. In the second patient 
the cervical metastases recurred twice in 12 years. Four years 
after removal of the metastases for the second time the tumor 
of the thyroid gland appeared; thyroidectomy followed. Papilli- 
ferous cystocarcinoma was identified both in the metastases and 
in the thyroid tumor in both cases. 


The Importance of Simultaneous Correction of Plain-Water 
Deficits and Extracellular Fluid Volume Loss When Replacing 
Fluid and Electrolyte Loss from the Gastrointestinal Tract. 
J. A. Layne, F. R. Schemm and A. A. Camara. Gastroenter- 
ology 27:531-543 (Nov.) 1954 [Baltimore]. 


The cases of three women between 58 and 68 years of age 
with acute, severe gastroenteritis, a nonfunctioning kidney with 
numerous radiopaque calculi and pronounced hydronephrosis, 
and with a duodenal ulcer causing several days’ vomiting as the 
result of pyloric obstruction, respectively, are described to 
illustrate the authors’ view that, in replacing abnormal fluid 
and electrolyte loss from the gastrointestinal tract, one should 
not overlook the importance of simultaneous correction of 
plain-water deficit and extracellular fluid volume loss. One 
cannot depend on the concept that the level of plasma sodium 
is an index of the state of concentration of the plasma and of 
the need or lack of need of the organism for proportionately 
more water, since hyponatremia may coexist with high plasma 
specific gravity. Relatively large amounts of plain-water re- 
placement do not produce “washing out” of the sodium and 
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chloride in the urine. Instead, the kidneys show their “wisdom” 
in retaining the needed electrolytes, while, at the same time, 
eliminating the previously accumulated wastes such as urea, 
when provided with enough urine-water. Relatively large 
amounts of plain-water replacement do not result in pulmonary 
or peripheral edema nor produce “water intoxication” or 
convulsions. In fact, two of the patients who were in deep 
coma following convulsions had rapid clearing of the sensorium 
with this treatment. In the face of electrolyte loss with adequate 
water supply, the organism will sacrifice electrolyte concentra- 
tion in favor of adequate volume of extracellular fluid, in order 
to maintain an adequate circulating blood volume. The cor- 
rection of electrolyte deficiency pattern by the administration 
of isotonic solutions alone or by the use of hypertonic solutions 
in patients who have an expanded extracellular fluid compart- 
ment, as evidenced by pleural effusion, ascites, hepatomegaly, 
or edema, may result, in the authors’ opinion, in the patient 
retaining the excess water (which he already has) as solvent 
for the electrolytes, resulting in further expansion of the extra- 
cellular fluid volume to the point at which additional heart 
failure may develop rapidly. The technique that has proved 
most effective in the authors’ experience for replacement of 
abnormal fluid and electrolyte loss from the gastrointestinal 
tract is the administration of hypotonic or isotonic electrolyte 
solutions by vein, with a fully adequate amount of plain water 
and dextrose by vein. Ammonium chloride (4.5 gm. in a liter 
of 2% dextrose) may be administered intravenously when there 
exists a greater proportional need for chloride than for sodium, 
and 40 to 80 cc. of molar sodium lactate may be added to one 
liter of 5% dextrose in water when there exists a greater 
proportional need for sodium than for chloride. 


SURGERY 


Partial Gastrectomy With or Without Vagus Resection for Duo- 
denal or Marginal Ulcer. L. T. Palumbo, T. T. Mazur and B. J. 
Doyle. Surgery 36:1043-1050 (Dec.) 1954 [St. Louis]. 


This report presents results of partial gastrectomy with or 
without bilateral infradiaphragmatic vagus resection for the 
treatment of duodenal or marginal ulcer in 231 male patients at 
the Veterans Administration Hospital in Des Moines. The selec- 
tion of cases for both interventions was based on the accepted 
criteria. This report includes 189 patients treated by partial 
gastrectomy and 42 patients in whom a combined procedure of 
partial gastrectomy and bilateral vagus resection was performed. 
Eighty-three per cent of the patients in the gastrectomy series 
were followed for 6 to 90 months and 89% in the vagectomy 
series for a period of 6 to 84 months. During this period the 
patients were admitted to the hospital at least once a year for 
complete studies and on the alternate six months were seen as 
outpatients. In both series, the number who gained or lost weight 
was about the same. The dumping syndrome, likewise, occurred 
with the same degree of frequency. However, there was a notable 
difference in the two groups as regards the disturbance in bowel 
habits, particularly in reference to diarrhea and/or alternating 
diarrhea and constipation. In the gastrectomy-vagectomy series 
it occurred in 21% of the patients as compared to 8% in the 
other group. The majority of the patients in both groups were 
on an unrestricted diet of three meals a day. In both series over 
80% were free from ulcer distress. A marginal or stomal ulcer 
developed in two (1.3%) patients in the partial gastrectomy 
group, whereas none occurred in the gastrectomy-vagectomy 
series. The over-all results in the partial gastrectomy series were 
good or satisfactory in 89% of the patients as compared to 
80% in the gastrectomy-vagectomy series. Undesirable sequelae 
have been more frequent and of greater magnitude in the vagec- 
tomy series, and the over-all long-range results have not been as 
good as in the patients undergoing only partial gastrectomy. For 
this reason the authors now limit the combined operation only 
to those patients who have evidence of autonomic nervous 
system instability and an augmented cephalic gastric secretory 
phase as evidenced by a high response following Hollander’s 
insulin test. 
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Intermittent Claudication: Three Cases Treated by Free Vein 
Graft. B. Ejrup and T. Hiertonn, Acta chir. scandinav. 108:217- 
230 (No. 2-3) 1954 (In English) [Stockholm, Sweden]. 


Three men, aged 40, 55, and 32, respectively, with localized 
lesions of the popliteal artery in two and of the femoral artery 
in one, associated with intermittent claudication in all three, 
received surgical treatment consisting of resection of the ob- 
literated arterial segment and free vein graft. Primary restoration 
of circulation was obtained in all three patients, and the claudi- 
cation syndrome disappeared. The relative blood flow was 
evaluated objectively by oscillograms and arteriograms taken 
during exercise. The oscillogram was completely restored to 
normal in the first patient and pronouncedly improved in the two 
other patients. Arteriograms revealed satisfactory passage and 
reduced collateral circulation after the reconstruction. In the 
patient in whom the femoral artery was involved, a portion of 
the artery measuring 4 cm. in length had to be resected before 
a satisfactory lumen was found. There was pronounced thicken- 
ing of the arterial wall. The arterial continuity was restored by 
a graft from the right great saphenous vein, but follow-up oscillo- 
grams taken during exercise four months after the operation 
revealed recurrent thrombosis of the femoral artery. In the two 
other patients the graft remained patent, and follow-up examina- 
tion one year after the operation revealed absence of the claudi- 
cation syndrome. The resected specimens were examined micro- 
scopically and showed arteriosclerosis obliterans of the right 
popliteal artery, arteriosclerosis obliterans of the left femoral 
artery, and an intramural hematoma or dissecting aneurysm of 
the left popliteal artery, respectively. The grafting procedure can 
only be carried out in patients with localized arterial obliterations 
with intact vascular walls above and below the lesions. Conse- 
quently this operation is suitable in only a few cases. In order 
to find these cases, a thorough investigation is necessary in every 
case of intermittent claudication. The prognosis after a local 
operation of this type is uncertain in arteriosclerotic patients, 
but should be good in those with traumatic lesions without 
generalized changes in the arterial walls. The diameter of the 
collaterals decreases if a good passage is obtained, but they 
should be spared at operation because of the risk of new throm- 
boses. Prolonged treatment with anticoagulants was not practiced 
in the authors’ patients, but administration of bishydroxycou- 
marin (Dicumarol) is recommended for two to three months in 
patients with traumatic lesions and for two to three years or 
longer in patients with arteriosclerotic lesions. 


Plastic Surgery for Severe Facial Paralysis in Elderly Patients. 
J. B. Brown and M. P. Fryer. J. Am. Geriatrics Soc. 2:820-825 
(Dec.) 1954 [Baltimore]. 


In the patients under discussion, the paralysis and sagging of 
the face was of such long standing that nerve restoration had 
no practical application. Brown and Fryer show that support 
of the paralyzed face can be accomplished by transplantation of 
loops of autogenous fascia lata, extending from the temporalis 
tendon to the angle of the mouth and to the upper lip. This 
operation may be performed in one stage, with about five days’ 
hospitalization. Some degree of motion and animation is possible, 
and an improved balance of facial expression is achieved with 
training. The eye is made more comfortable by the elevation of 
facial muscles and by canthoplasty, or a separate facial loop, 
although continued care and protection of the cornea are neces- 
sary. Improvement may be obtained in speaking, acting, ex- 
pression, and appearance, and the procedure may be used to 
advantage in elderly patients with paralyses of long duration and 
with excessive deformity. The technique of the operation is 
described and illustrated by a diagram. Photographs of two 
patients show the improvement in appearance after the operation. 


A Conservative Treatment of Pectus Excavatum in the Young: 
A Preliminary Report. H. G. Fish Jr., R. H. Baxter and R. E. 
Moran. Plast. & Reconstruct. Surg. 14:324-331 (Nov.) 1954 


[Baltimore]. 


Ten cases of funnel chest (pectus excavatum) were observed 
among 22,257 outpatient visits at the pediatric department of an 
Air Force Base Hospital during the years 1952 and 1953. In 
the simplified method of treatment of funnel chest that Fish and 
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associates recommend for use in infants and young children 
wire sutures of suitable strength are used; they are introduced 
through the depressed portion of the sternum and beneath the 
adjoining costal cartilages with a fairly heavy curved needle. 
The wires are then fixed to spacer bars that are constructed of 
aluminum tubing. These bars are in turn attached to an aluminum 
cage by rubber bands. Traction is applied for from three to six 
weeks, and combinations of traction may be easily instituted 
merely by releasing and tightening selected rubber bands. The 
child readily adapts himself to the apparatus, and there is no 
interference with his usual routine. Only one complication has 
resulted to date. In operating on the second child, a size 2, 
three-eighths circle needle was used to introduce the sutures. In 
placing the second suture a 2 ml. piece of the needle tip was 
broken off and remained in the body of the sternum. Since then 
the authors have used a Martin uterine one-half circle needle, 
which has proved very satisfactory. To date, operation accord- 
ing to the described method has been done in 10 cases. The ages 
of the children ranged from 4 months to 6 years. Six of the 
children had a history of frequent upper respiratory infections 
during infancy. Several of the children had family histories 
(father, brother, or grandfather) of funnel chest, and harelip and 
cleft palate were also found in one. 


Aluminum Powder as a Dry Dressing in Exposure Treatment of 
Thermal Burns. A. W. Farmer, M. D. Maxmen, L. R. Chasmar 
and W. R. Franks. Plast. & Reconst. Surg. 14:171-177 (Sept.) 
1954 [Baltimore]. 


Farmer and associates report on 125 patients in whom the 
combination of exposure plus dusting of the burned area with 
aluminum powder was used. The application of aluminum pow- 
der to a burned surface after cleansing hastens the development 
of a dry, bland, somewhat pliable covering. The powder is 
applied mechanically, either with a salt shaker or indirectly 
by first dusting the powder onto a gauze pad and then patting 
the burned surface. The nurse repeats the dusting every six 
hours for the first 48 hours. A pliable covering forms in about 
24 hours, and this becomes thicker and quite dry in the 
course of the next day. The eschar has the color of aluminum 
paint and is tough, dry, and odorless. The cover tends to bend 
rather than crack, and special splinting, traction, or suspension 
has not proved necessary. With circumferential burns, the 
powder is liberally sprinkled directly onto the bedding under 
the patient. Friction and adherence to the bedding is thereby 
reduced. Deep second and third degree burns can be recognized 
in spite of the opaque covering by the formation of a character- 
istically thicker rippled eschar. In 8 to 12 days the eschar of 
superficial burns gradually separates at the edges, with com- 
plete healing. Adherence of the eschar beyond 14 days is indica- 
tive of a deeper burn. Such areas may be prepared for grafting 
by wet dressings. Occasionally the aluminum eschar over third 
degree burns has been allowed to remain until spontaneous 
separation has occurred. Grafts can then be applied at once to 
the granulation tissue that has formed underneath. The alumi- 
num powder used is of the type manufactured for the paint 
industry. Sterilization of the powder is carried out with dry 
heat for two hours. The material is nonirritating, and no toxic 
effects have been observed. While not a cure-all, aluminum 
powder gives increased scope to the exposure treatment of 
burns. 


The Surgical Correction of Mitral Insufficiency by the Use of 
Pericardial Grafts. C. P. Bailey, W. L. Jamison, A. E. Bakst and 
others. J. Thoracic Surg. 28:551-603 (Dec.) 1954 [St. Louis]. 


Of 984 patients operated on for disease of the mitral valve 
by the authors in two Philadelphia hospitals, 635 (64.5%) had 
pure mitral stenosis, and 56 (5.7%) had pure mitral regurgita- 
tion or insufficiency; 176 (17.9%) had predominant mitral steno- 
sis and insignificant mitral insufficiency; in 69 (7%) both the 
mitral stenosis and insufficiency were of approximately equal 
physiological significance, and 48 (4.9%) had significant insuffi- 
ciency and insignificant stenosis. Of the 349 patients with mitral 
regurgitation in whom a digital estimation of the leak was made 
and in whom the insufficiency was classified in 4 grades of 
severity according to the magnitude of the leak per beat, 99 
(28.3%) were classified as grade 1, 77 (22.1%) as grade 2, 137 
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(39.3%) as grade 3, and 36 (10.3%) as grade 4. When classified 
according to pathology, mitral insufficiency may be of congeni- 
tal, traumatic, functional, or organic origin. Transient mitral 
insufficiency may result from reversible dilatation of the mitral 
annulus fibrosus and may occur during toxic states in the course 
of acute infections and in certain types of congestive heart 
failure; it disappears with recovery from the initiating toxemia 
or congestive failure. Apparently the rheumatic process may 
cause a weakening of the fibrous elements of the mitral valve 
ring (annulus fibrosus), so that a more persistent or permanent 
type of dilatation results. In most cases the anterior portion of 
the valve orifice remains fully competent while the portion near 
the posterior commissure becomes gaping and leaks. There may 
be two mechanisms by which such posterior incompetence and 
stenosis may develop. In one, the valve initially may have been 
subject to annular dilatation and “functional insufficiency” per- 
haps during the toxic phase of the rheumatic activity. The failure 
of leaflet apposition to take place posteriorly even during the 
height of ventricular systole effectually prevents even the be- 
ginning of valvular adherence in this region. Hence, incompe- 
tence and incomplete valvular coaptation persist posteriorly 
while progressive cross fusion of the leaflets advances from the 
opposite valve extremity until a small posteriorly located “tear- 
drop” shaped orifice is created. Another explanation for the 
occurrence of such posterior incompetence relates to the rela- 
tive abundance of valvular tissue anteriorly in contrast to its 
paucity posteriorly. All forms of mitral insufficiency except that 
due to the unequal papillary suspension and those with direct 
fusion of the leaflet to the ventricular wall present one feature 
in common, a relative or actual lack of valve substance. Methods 
of management in 156 patients operated on for mitral insuffi- 
ciency were as follows. Transventricular placement of a peri- 
cardial hammock was carried out in 52 patients, 20 of whom 
died—a mortality rate of 38.5%; transventricular suturing of 
the valve was done in 72, 20 of whom died—a mortality rate 
of 20.8%; modern valvular suturing by the auricular approach 
with the aid of a “mitral stitcher” was performed in 25 patients, 
4 of whom died—a mortality rate of 16%. A transvalvular 
posterior pericardial tube diaphragm was used in seven patients, 
and none of them died. The use of the Gemeinhardt pump, a 
partial left ventricular by-pass pump, in suppe ting and main- 
taining the circulation is indicated in patients in whom the blood 
pressure has dropped significantly after the beginning of the 
surgical procedure, or if there are other evidences of circulatory 
inadequacy. Pericardial sutures or grafts placed within the free 
cardiac chambers do not die or disintegrate. They tend to be- 
come replaced partially by fibrous connective tissue and to shrink 
both in length and diameter. The larger grafts remain of appre- 
ciable size at least for two years and presumably indefinitely. 
Pedicled grafts tend to maintain a fair size and some flexibility 
permanently. The authors believe that mitral valvular repair by 
grafting free or pedicled pericardial tissue within the valve orifice 
is a completely sound and logical method of permanently re- 
lieving mitral insufficiency in most clinical cases. In certain pa- 
tients, suspension of one leaflet by an artificially created “papil- 
lary support” of pericardial tissue is extremely valuable. 


Resection of Abdominal Aorta with Defect Replaced by Ho- 
mologous Graft. S. W. Moore. Surg., Gynec. & Obst. 99:745- 
755 (Dec.) 1954 [Chicago]. 


Moore presents histories of five patients in whom the aorta 
was resected and replaced by a homologous graft. In two pa- 
tients an aneurysm was present. In two there was thrombosis 
of the aorta. In one a recurrent carcinoma of the sigmoid had 
invaded the aorta. There has been no death following this pro- 
cedure. Homologous arterial grafts have been chosen by most 
workers in surgery of the abdominal aorta. There is still a dif- 
ference of opinion as to how these grafts should be preserved. 
When possible, most investigators favor storing in an isotonic 
sodium chloride solution, with added serum and antibiotics. 
Such grafts are considered usable up to seven weeks, or 42 days. 
Frozen grafts can be used as an emergency measure when others 
are not available, but the consensus is that they are not so 
satisfactory. Tissue cultures of grafts stored in isotonic sodium 
chloride solution have shown most grafts viable after four weeks. 
After implantation the graft dies and serves merely as a bridge 
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or scaffold for endothelium and fibrous tissue of the host to 
grow in and replace the graft. When available, viable tissue 
should be used to bridge arterial defects in human patients. 


Vagotomy and Gastroenterostomy for Duodenal Ulcer. C. C. 
Guy. J. Florida M. A. 41:465-470 (Dec.) 1954 [Jacksonville, 
Fla.]. 


When Dragstedt reintroduced vagotomy into the treatment 
of peptic ulcer about 10 years ago, vagotomy alone was per- 
formed on a large number of patients before it was realized 
that this operation must be combined with gastroenterostomy 
to obtain satisfactory results in the majority of patients. Certain 
technical details in the performance of both the vagotomy and 
the gastroenterostomy must be followed. The vagus nerves and 
associated filaments, which may number from one to four, can 
seldom be identified by direct vision. They must be dissected 
out with the fingertips and identified by touch. The author com- 
pletely denudes the lower end of the esophagus of the surround- 
ing fat and peritoneal tissue, traces the two major vagus nerves 
and any sizable filaments up into the mediastinum, and excises 
segments of all of these nerves, segments that will vary from 
2.5 to 10 cm. in length (1 to 4 in.). If the gastrojejunostomy 
is to permit adequate emptying of the stomach, the new stoma 
must admit two fingertips. If obstruction is already present or 
seems likely, the stoma should be made large enough to admit 
the tips of three fingers. If the stoma is too small, later contrac- 
tion of it may close it completely. If it is too large, a dumping 
syndrome may result. It must be located in the dependent part 
of the stomach. A high-lying gastrojejunostomy not only does 
not allow proper emptying of the stomach but it actually stimu- 
lates gastric secretion. The author favors making the stomach 
incision somewhat diagonal, extending from near the lesser 
curvature to the greater curvature and from the patient’s right to 
left on the posterior wall of the stomach. This permits the distal 
portion of the jejunum to extend downward and also permits bet- 
ter emptying of the stomach, with less likelihood of a regurgita- 
tion of gastric contents. The distal or efferent loop of the jejunum 
is always attached to the greater curvature end of the incision 
with a posterior gastroenterostomy. The length of the proximal 
loop between the ligament of Treitz and the attachment of the 
jejunum to the lesser curvature side of the stoma should be rea- 
sonably short. The opening in the transverse mesocolon must be 
sufficiently large so that the edges of the opening can be readily 
sutured to the posterior gastric wall around the new stoma. Fol- 
lowing vagotomy and gastrojejunostomy it is important to keep 
the stomach decompressed for a period of 48 to 72 hours. Re- 
viewing the results of 269 vagotomies and gastroenterostomies 
on patients with duodenal ulcer, the author says that 253 or 
94% have been observed from six months to six years. The 
results were satisfactory in 91% and unsatisfactory in 9%. In 
only two instances was reoperation recommended because of 
evidence of a stomal ulcer, and operation was refused in both 
cases. One advantage of vagotomy and gastroenterostomy is that, 
if it proves a failure, a later resection is still a possibility. Guy 
believes that vagotomy and gastroenterostomy have been dis- 
credited by some authors for unsound reasons. Some admitted 
that they use this operation only in cases in which they are not 
satisfied that an ulcer actually exists and in which they do not 
feel justified in removing two-thirds of a patient’s stomach in 
the absence of definite evidence of ulcer. Others stated that they 
reserve vagotomy and gastroenterostomy for the patient who is 
a poor risk. 


Total Gastrectomy for Gastric Cancer: Effect upon Mortality, 
Morbidity, and Curability. S. F. Marshall and H. Uram. Surg., 
Gynec. & Obst. 99:657-675 (Dec.) 1954 [Chicago]. 


Many factors other than radical surgery influence the cura- 
bility of carcinoma of the stomach. These include not only 
early diagnosis and the type of operation but also the type of 
growth. Some tumors grow so rapidly without symptoms that 
the disease is widely spread before the diagnosis is even sus- 
pected. The physician must be constantly suspicious of the possi- 
bility of carcinoma. Epigastric distress, anorexia, nausea, and 
indigestion do not ordinarily arise without cause and should be 
thoroughly investigated. Gastric carcinoma arises in persons in 
all walks of life and affects both sexes, with the higher incidence 
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in the male. In the 202 total: gastrectomies reviewed in this 
paper, 184 were for malignant neoplasms, and 61.4% of the 
patients were males. This parallels closely the figures given by 
the Bureau of Vital Statistics in the United States for 1948, in 
which 62% of deaths from gastric cancer were reported in males. 
As would be expected, the mortality rate in the earlier group 
of cases from 1927 to 1943 was prohibitively high (34.6%). 
With experience in operative technique and improvements in 
preoperative preparation and postoperative care, the mortality 
rate in the later group of 127 cases was decreased to 8.7%. 
From data at hand, it can be concluded that total gastrectomy 
does not increase the five year survival rate. A high curability 
rate will result only when patients with gastric cancer are 
operated on earlier and at a time when the malignant tumor is 
still limited to the stomach and has not invaded the surround- 
ing lymphatic and vascular drainage areas. Of those patients 
who survived total gastrectomy, 26.2% lived three years or 
longer and 14.1% lived five years or longer. While total gastrec- 
tomy deserves a thorough trial in selected cases, it should not be 
regarded as the routine method of treatment in all cases. 


Hemorrhage into the Internal Oblique Muscle Simulating Incar- 
cerated Indirect Inguinal Hernia. B. M. Robertson. M. J. Aus- 
tralia 2:674-675 (Oct. 23) 1954 [Sydney, Australia]. 


The patient was a man, aged 45, who had slipped and fallen 
on a cane stump. He experienced pain in the left groin, which 
caused nausea, and the immediate appearance of a tender lump 
in the left groin. He was admitted to the surgical ward. There 
was a tense, tender, and irreducible lump about the size of a 
small egg in the left inguinal region. There was some bruising 
of the scrotum. A diagnosis of incarcerated left indirect inguinal 
hernia was made. At operation the standard inguinal incision was 
made. When the skin was divided, the subcutaneous tissues were 
seen to be infiltrated with blood. When the external oblique 
aponeurosis was divided, a mass of black tissue, resembling 
gangrenous intestine, was seen lying superior and medial to a 
structure resembling the cord. Further dissection, however, re- 
vealed that the “gangrenous intestine” was in fact a hematoma 
in the substance of the internal oblique, and the “cord” was a 
portion of the free edge of the internal oblique that had been 
separated from the main muscle mass by the hemorrhage. 
Further dissection proved that the cord and deep inguinal ring 
were intact and that no hernia was present. The clot was evacu- 
ated and, as no bleeding point could be found, the incision was 
closed. Convalescence was uneventful. 


Recovery from Meconium Peritonitis. J. F. R. Bentley and D. J. 
Waterston. Lancet 2:990-992 (Nov. 13) 1954 [London, England]. 


The histories of two infants who recovered from meconium 
peritonitis are presented. In the first case the infant’s abdomen 
was enlarged at birth. She was pale and cyanosed; respiration 
was impeded by the distended abdomen. When the abdomen 
was opened 19 hours after birth by a subumbilical transverse 
muscle-cutting incision, blackish liquid meconium and exudate 
was sucked out of the peritoneal cavity, relieving the abdominal 
distension. The coils of intestine were bound by light fibrinous 
adhesions; and a perforated gangrenous volvulus, rotated one 
and a half turns clockwise, involved the distal ileum, cecum, 
and ascending colon. The volvulus was resected. Isotonic sodium 
chloride solution was injected into the lumen of the large intes- 
tine to loosen the thick, putty-like contents, and the side of the 
transverse colon was anastomosed to the cut end of the ileum. 
The right end of the transverse colon was ligated and excised, 
the stump being buried in the mesentery. The wound healed 
and the baby was discharged fit. The histological picture sug- 
gested intestinal atresia (complete gap) and gangrene. In the 
second infant laparotomy was done on the sixth day after birth, 
and 15 cm. of ileum proximal to the obstruction was resected, 
together with a cystic mass. The unexpanded ileum was divided 
obliquely and anastomosed to the cut end of the dilated ileum. 
Histological examination of the dilated ileum showed mural 
hypertrophy. There was evidence of chronic peritonitis, with the 
formation of fibrovascular peritoneal nodules (which are com- 
monly seen in meconium peritonitis). The “cyst” showed similar 
changes of chronic peritonitis. Published reports of nine previous 
survivals are reviewed. Although the mortality remains high, 
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successful treatment is becoming commoner. It is the responsi- 
bility of the obstetrician to seek early surgical aid for babies with 
abdominal distension or bilious vomiting, which are the leading 
clinical features of the disorder. The abdominal lesions may in- 
clude all stages from acute to chronic meconium peritonitis; the 
perforated intestine may be leaking or healed; and intestinal 
obstruction may or may not be present. Surgical treatment de- 
pends on the combination of lesions. There is reason to believe 
that most of those who survive will grow into healthy adults. 


NEUROLOGY & PSYCHIATRY 


Ganglioneuroma of the Lumbar Sympathetic Chain: Report of 
a Case. B. C. Rowlands and I. McL. Baird. A. M. A. Arch. Surg. 
69:607-611 (Nov.) 1954 [Chicago]. 


A 16-year-old boy was admitted to hospital for investigation 
of an abdominal swelling found at a routine medical examina- 
tion. The patient had no complaint, but on bimanual palpation 
a painless, slightly mobile mass, round in outline and firm in 
consistency, with a smooth surface, was easily felt in the loin. 
It was close to the midline and did not conform in position to 
a lesion of splenic or renal origin. A complete clinical exami- 
nation revealed no other abnormality and none was found in 
the blood cell count. Intravenous pyelography demonstrated 
lateral displacement of the left ureter. An x-ray examination of 
the chest showed normal results. A diagnosis of retroperitoneal 
tumor was made and confirmed at laparotomy. The tumor, 
which had a thick pedicle that could be traced inferiorly to the 
region of the main sympathetic chain, was removed successfully, 
and the patient was discharged from the hospital 14 days later 
after an uneventful recovery. Pathological examination of the 
specimen showed it to be a ganglioneuroma consisting of irregu- 
lar wavy nerve fibrils and numerous scattered sympathetic 
ganglion cells with a little edematous stroma. The pedicle was 
composed of nerve fibers. No evidences of malignant disease 
could be found. Ganglioneuromas of the sympathetic nervous 
system, especially those of the intra-abdominal type, are rare. 
They occur most commonly in childhood and adolescence, and 
their removal may be extremely difficult because they have a 
tendency to become intimately connected to large blood vessels 
and other vital structures. 


Cancer of Pancreas: Two Cases Simulating Psychogenic Illness. 
C. Savage and D. Noble. J. Nerv. & Ment. Dis. 120:62-65 (July- 
Aug.) 1954 [Baltimore]. 


Savage and Noble point out that since 1923, when Lovell 
called attention to the occurrence of marked anxiety in pan- 
creatic disorders and described a case of agitated melancholia 
in which a clinical diagnosis of carcinoma of the pancreas was 
made, at least 26 cases of verified carcinoma of the pancreas 
have been reported in which the symptoms of depression, 
anxiety, and insomnia dominated the clinical picture. It has 
been estimated that 10% of all cases of carcinoma of the 
pancreas are complicated by a psychiatric problem. The authors 
present two additional cases of carcinoma of the pancreas, in 
both of which psychiatric conditions were diagnosed. Both 
patients received psychotherapeutic treatment, and so little was 
carcinoma of the pancreas suspected that the few available 
tests of pancreatic function were not carried out. Both of these 
patients showed frank psychiatric symptoms, with questionable 
organic findings; they were both unstable persons, and their 
anxieties had been increased by their illness and the anxiety of 
the physicians. These cases are in many respects typical of cases 
of carcinoma of the body of the pancreas that come to the 
attention of the psychiatrist. Characteristically these patients 
are in the involutional age group; they have minimal organic 
findings and localizing signs. They complain of mild distress 
after eating; the description of the pain is vague and uncon- 
vincing. There may be loss of appetite and vomiting, and the 
patients may complain of pain in the back and weight loss. 
Their insomnia seems to be related to their backache. They are 
anxious and depressed and are often beset with feelings of 
impending doom. The minimal evidence of organopathy is not 
followed up; instead the investigation tends to follow psycho- 
pathological lines, and enough psychopathological signs are often 
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present to justify the suspicion of involutional melancholia. 
The alleviation of symptoms by suggestion, psychotherapy, or 
corticotropin is not incompatible with malignant disease, and if 
the patient improves the diagnostic error is perpetuated. This 
occurred in both cases described in this report. 


Psychological Studies of Seven Epileptic Hemiparetics Before 
and After Hemispherectomy. A. E. Uecker, L. A. French and 
D. R. Johnson, A. M. A. Arch. Neurol. & Psychiat. 72:555-564 
(Nov.) 1954 [Chicago]. 


Hemispherectomies were performed in 1952 and 1953 on 
seven institutionalized epileptic patients at the University of 
Minnesota Hospital. The effects of hemispherectomy on the con- 
vulsive disorders, the sensory systems, and the motor systems of 
these patients were reported in January and April, 1954. The 
present report is concerned with the results of the preoperative 
and postoperative psychological studies. Improved adjustment 
was indicated in at least five of these patients by psychometric 
techniques or by interviews with psychiatric aids. Intellectually, 
none of these patients fell below the preoperative level, and 
some improvement in mental functioning is probable in two, 
although it is possible that this improvement is an artefact due 
to the reduction or withdrawal of drugs. Although hemispher- 
ectomy has proved to be a rather effective treatment for the 
convulsions and personality disorders that are often associated 
with infantile hemiplegia, improvement in intellectual func- 
tioning does not always occur. Improvement in mental function- 
ing is probably dependent on the integrity of the remaining 
hemisphere, which can hardly be assumed in cases of idiocy 
or imbecility. The authors feel that further research by means 
of objective psychological techniques will be necessary before 
hemispherectomy can be recommended as a means of improving 
the intellectual functioning of hemiplegics. 


Prolonged Sleep Therapy in Psychopathic Conditions and In- 
ternal Diseases: Roentgen Rays on Nuclei of Encephalic Base. 
G. Epifanio. Minerva med. 45:903-905 (Oct. 13) 1954 (In 
Italian) [Turin, Italy]. 


Barbiturates act on the diencephalon, which, Epifanio found, 
is also sensitive to roentgen irradiation. Both favor and restore 
the function of sleep; which in turn strengthens and prolongs 
the anabolic processes, bringing rest and restoration to the 
cerebral elements. All those who have used therapeutically 
prolonged sleep induced by barbiturates—this author introduced 
it in Turin as far back as 1912—agree on its efficacy in psychi- 
atric treatment. Its action consists in eliminating the cortex and 
thus making possible a restoration of the normal corticosub- 
cortical coordinations. This therapeutic method is widespread in 
Russia. According to Russian authors the natural response of 
the cerebral cortex to a strong stimulus or a prolonged activity 
is an inhibiting process that arises and extends rapidly to protect 
the nervous tissue from excessive stimulation and exhaustion. 
Pavlov interpreted this inhibiting process as a protective and 
restoring phenomenon. Its decline is the first cause of morbid 
conditions. Prolonged sleep reestablishes and maintains this 
defensive reaction. Russian delegates to the international con- 
vention of medicine that was held recently in Turin stated that 
in their country this method of treatment has been used widely 
for many psychiatric as well as other conditions. On the basis 
of Pavlov’s concept, it is used-.in that country to treat all 
conditions, psychic and otherwise, that are caused by a pro- 
gressive fatigue of the cerebral cortex because of repeated 
stimulations from the outside world that reduce the controlling 
capacities of the cortex on the thalamic sensitivities and thus 
produce mental or organic disturbances. At the convention, 
Anhokin and Vischnevski reported good results and gave con- 
vincing statistics on the effects of prolonged sleep in the treat- 
ment of gastric ulcer and burns. The good effects of this therapy 
may be due to the prolonged period of rest of the cerebral 
elements and to the prolonged anabolic phase. Histological 
studies of Epifanio in 1912 on animals treated with prolonged 
sleep revealed the accumulation of usable cerebrosides in the 
cerebral nervous elements as well as in the neuroglia and along 
the wall of the vessels. 











766 MEDICAL LITERATURE ABSTRACTS 


Usefulness of Extremely Brief Psychoanalytic Contacts. C. W. 
Socarides. Psychoanalyt. Rev. 41:340-346 (Oct.) 1954 [New 
York]. 


On the basis of a case history, Socarides shows that even two 
or three sessions can be valuable and can bring on a change in 
neurotic behavior. Although not psychoanalysis in its strict 
sense, what was done in this case was the application of 
psychoanalytic explanations and interpretations to the symptoms 
and history of the patient. Favorable results do occur with this 
technique, which is in essence an appeal to the consciousness. 
He emphasizes that increasing demands for analytic therapy 
will of necessity lead psychiatrists in a direction away from 
lengthy procedures and into brief analytic therapy. Therapists 
must be on the alert for the pitfalls and limitations of the new 
techniques. y 


Psychomotor Epilepsy. S. A. Sandler. J. M. Soc. New Jersey 
51:472-475 (Nov.) 1954 [Trenton, N. J.]. 


Queer behavior is sometimes due neither to hysteria nor to 
psychosis, but rather to a strange nonconvulsive disorder known 
as psychomotor epilepsy. This may be defined as a paroxysmal 
episode of uncontrollable behavior with associated cerebral 
dysrhythmia but without convulsive manifestations. These epi- 
sodes may be accompanied by some impairment of conscious- 
ness, and there may or may not be amnesia for the event. The 
author quotes from earlier reports on this problem and de- 
scribes several cases he has observed. The examples given indi- 
cate that in certain cases these apparently “psychogenic” symp- 
toms are actually due to organic disease with lesions in the 
temporal lobes. Evidence supporting this opinion is the ab- 
normal electrical activity revealed by electroencephalography. 
Even with the electroencephalogram many cases are missed. 
The reason for this is that with electroencephalography per- 
formed during the patient’s waking state only about one-third 
of abnormal seizure patterns are noted. The number of ab- 
normal records resulting from electroencephalograms taken 
during induced sleep is 300% greater. Even when a diagnosis 
of psychomotor epilepsy is made it does not necessarily follow 
that anticonvulsants will relieve all the symptoms. The reason 
for this is that many times there are organic irreversible changes 
that medication cannot change. In such instances, surgical inter- 
vention may be helpful. 


Cheiralgia Paresthetica—Wartenberg’s Disease. B. E. Sprofkin. 
Neurology 4:857-862 (Nov.) 1954 [Minneapolis]. 


Sprofkin points out that in 1932 Wartenberg described five 
cases of a mononeuropathy in which the superficial branch of 
the radial nerve was implicated. Impressed by its similarity to 
isolated involvement of the lateral cutaneous nerve of the thigh, 
or meralgia (thigh pain) paresthetica, he suggested the desig- 
nation “cheiralgia (hand pain) pareshetica.” Cheiralgia pares- 
thetica has received scant notice in the neurological literature. 
The fact that he observed three cases in the course of one year 
confirms Wartenberg’s opinion that cheiralgia paresthetica is 
second only to meralgia paresthetica in frequency among the 
mononeuropathies. The symptoms are often mild and may not 
be brought to the attention of a physician. Since many cases are 
probably overlooked, the true incidénce of this condition is 
unknown. The histories of the three patients are presented and 
the anatomic and clinical aspects of the sensory function of the 
radial nerve are reviewed. Unless the physician is aware of this 
rather harmless paresthesia, it may be misdiagnosed, and the 
patient may be treated erroneously for arthritis or tenosynovitis. 


Pulseless Disease: Central Nervous System Manifestations. 
R. D. Currier, R. N. DeJong and G. G. Bole. Neurology 
4:818-830 (Nov.) 1954 [Minneapolis]. 


The case of a man without pulses in arms, neck, and head, 
who later died of a ruptured aortic aneurysm, and in whom 
autopsy disclosed occlusion of the innominate, left subclavian, 
and the left common carotid arteries by the aneurysm, was 
reported over a century ago. Since that time this syndrome has 
been described under such names as pulseless disease, Takayasu’s 
disease, inverse or reverse coarctation of the aorta, aortic arch 
syndrome, and stenosis of the great vessels arising from the 
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arch of the aorta. Currier and associates present the case of a 
32-year-old woman who had been well until about 30 months 
before, when she began to have intermittent attacks of weakness 
in the left arm and leg. Later she suddenly became blind in the 
left eye, but then vision improved again. Temporary inability to 
talk was later followed again by loss of vision in the left eye. 
Two weeks after she gave birth to a normal child, she was con- 
fused when she awoke from sleep, and the left side of her body 
was paralyzed. Four months later she entered the university 
hospital. In the meantime, there had been some improvement in 
the left-sided weakness and bulbar symptoms. The left eye re- 
mained blind; there was primary optic atrophy on the left and 
an old cataract. Circulation in the arteries of both retinas was 
slow. The left pupil reacted only minimally to light. The gag 
reflex was depressed bilaterally. The voice was bulbar in charac- 
ter, and the tongue could not be protruded beyond the teeth. 
There was a slight decrease of temperature sensations and a 
spastic hemiparesis and atrophy on the left half of the body. 
Stellate blocks carried out successively on the right and left 
were followed by an increase in temperature of the right but 
not the left arm and by minimal increases in retinal artery 
pressure on both sides. Later a right cervical sympathectomy 
was followed by cervical sympathetic paralysis (Horner’s syn- 
drome) on the right side, and in the next week the ability to 
move the left arm and leg was somewhat improved. On dis- 
charge, after six weeks of hospitalization, neurological examina- 
tion was similar to that on admission. The authors summarize 
the symptomatology of 40 cases of pulseless disease, collected 
from the literature. The most common symptoms were visual, 
32; syncope and loss of consciousness, 29; dizziness and vertigo, 
19; headache, 17; paralysis, 15; sensory changes, 10; convulsions, 
9; aphasia, 8; carotid sinus sensitivity, 9; and bulbar signs, 5. 
The authors regard syphilitic aortitis as the commonest cause of 
pulseless disease. Syphilitic arteritis without aneurysm is another 
common cause. Crushing injuries to the chest have been reported 
as cause of pulseless disease, but in none of the present cases 
was there a history of trauma. The syndrome has been observed 
in young women with negative tests for syphilis, in whom the 
pathological picture was that of a nonspecific chronic arteritis. 
In the past, mention has been made of the fact that most of 
these patients have positive tuberculin skin tests, although a 
tuberculous cause has never been proved. Thromboangiitis 
obliterans (Buerger’s disease), periarteritis nodosa, and temporal 
arteritis have all been mentioned as possible causes. Many 
authors have commented on the fact that the arms show the 
effects of deprivation of their main arterial supply much less 
than the head. This may be due to the fact that the collateral 
blood supply to the arms is much greater than that to the head. 
Treatment has had little effect. If syphilis exists it should be 
treated, and this seems to have halted the disease in some cases. 
Surgical therapy has included thrombectomy, sympathetic de- 
nervation, and a saphenous vein graft to the occluded common 
carotid. The results of these procedures have been equivocal. 
It has also been suggested that if one subclavian is patent it 
could be anastomosed to the common carotid beyond the point 
of occlusion. 


Neurological Complications of Rubeola. O. Vazquez de 
Negrotto and B. Rodriguez. An. Fac. med. Montevideo 39:275- 
286 (May-June) 1954 (In Spanish) [Montevideo, Uruguay]. 


An epidemic of rubeola with frequent neurological compli- 
cations and a high incidence for young adults and children of 
school age developed in Uruguay in 1952. The subjects of this 
report, two men and three children between the ages of 6 and 9 
years, were normal before appearance of typical rubeola. The 
neurological complications occurred in the course of the erup- 
tion in two cases, together with the appearance of the exanthem 
in one case, and in the convalescence of rubeola in two cases. The 
neurological complications observed were: Meningoencephalitis 
in a man 32 years of age followed by diffuse encephalomyelitis, 
with paralysis of the arms, legs, and the optic nerve, retrobulbar 
neuritis, and mental stupor. The symptoms regressed slowly for 
10 months. Sequels consisted of motor disorders and sexual 
impotence. Encephalitis in a man 25 years of age of the type 
of Leyden-Westphal’s acute ataxia and its sequels were observed. 
In a child 7 years old encephalitis followed an acute course. 
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The patient died within 11 days from the start of the disease. 
In the child 6 years old, color hallucinations developed during 
the convalescence of rubeola, followed in two or three months 
by polyphagia and hyperthermia of a diencephalohypothalamic 
type and nervousness. The last -mentioned complications dis- 
appeared in a few months. Hallucinations are progressively 
disappearing. In a child 9 years old, rubeola developed as a 
complication of whooping cough. Rubeola developed in associ- 
ation with meningoencephalitis; both disappeared in 12 days 
without sequels. The authors found no relation between the 
acuteness or mildness of fever and exanthem and those of the 
neurological complications. Central neurological complica- 
tions, shown by the development of encephalitis, myelitis, or 
encephalomyelitis are common. Mental disorders, stupor, and 
coma are frequent. Paralysis is less frequent. Dyskinesia is rare. 
The cerebrospinal fluid shows moderate changes. The prognosis 
is reserved. Possible risks are fatal aggravation of the neuro- 
logical complications and either somatic or mental sequels. 


GYNECOLOGY & OBSTETRICS 


Obstetrical Factors in the Etiology of Cerebral Palsy. 
D. Latham, G. W. Anderson and N. J. Eastman. Am. J. Phys. 
Med. 33:353-358 (Dec.) 1954 [Baltimore]. 


Latham and associates analyzed the antepartal, partal, and 
neonatal records of 61 obstetric cases in which cerebral palsy 
subsequently developed in the infants. Although the number of 
cases surveyed is small, this report records detailed data on 
many of the vagaries of pregnancy, labor, and the neonatal 
period that have not hitherto been studied in relation to the 
causation of cerebral palsy. The incidence of premature births 
in this series was very high, namely, 30%. In the control series 
of 11,196 births with surviving infants the incidence of pre- 
mature birth was 9.2%, or less than one-third of the frequency 
met in the group with cerebral palsy. The mean age of the 61 
mothers at the birth of the infants in whom cerebral palsy de- 
veloped was essentially the same as that in the control series; 
also their parity, their pelvic measurements and their serologic 
tests for syphilis showed nothing of significance. The instances 
of Rh negativeness in the mother were abdut those found in the 
control series, and only one mother showed isoimmunization. 
Hence, this series, like others, provides no evidence to suggest 
that isoimmunization to the Rh factor is a common cause of 
cerebral palsy. Bleeding in the course of gestation and prior to 
the onset of labor was reported in 24 cases, or 39.3%. This 
figure is at least two times,’ probably three times, the frequency 
with which bleeding is ordinarily encountered in pregnancy. 
The high incidence of bleeding was the only conspicuous pre- 
natal finding, since toxemia, intercurrent infection, and other 
complications were not more frequent than in the controls. The 
average duration of labor in these 61 cases showed little devi- 
ation from the normal, but there was four times the usual 
frequency of prolonged second stages. Forceps rotation of the 
head with extraction because of prolongation of the second 
stage, plus posterior position of the occiput, was performed in 
five cases, which is nine times the usual incidence of this opera- 
tion. The authors feel, however, that it would be difficult to say 
whether fetal anoxia, so common in the second stage, the trauma 
of the forceps procedure, or a combination of the two were to 
be incriminated. There were six cases.in which labor was very 
rapid, and the authors believe that the tempestuous and un- 
remitting uterine contractions imposed both anoxia and trauma 
on the fetus and that this is a more important cause of brain 
injury than prolonged labors or forceps operations in competent 
hands. Thirty-three, or more than one-half of the 61 infants 
were in poor condition at the time of birth. The authors feel 
that there are only two explanations for intrauterine damage: 
(1) developmental abnormalities consequent on unfavorable 
genetic influences, and (2) pathological alteration of the brain, 
either in the course of its early development or later, consequent 
on unfavorable intrauterine environment. The neuropathological 
studies of Couville as well as the experimental observations of 
Windle indicate that such unfavorable intrauterine environment 
frequently takes the form of hypoxia, and both these investiga- 
tors believe that fetal hypoxia is a frequent cause of cerebral 
palsy. The high incidence of bleeding in pregnancy would be in 
keeping with this general concept. 
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Pathology and Clinicai Observations on Carcinoma of the 
Female Urethra. K. H. Bruntsch. Zentralbl. Gynak. 76:1140- 
1157 (No. 29) 1954 (In German) [Leipzig, Germany]. 


Of 2,423 women with urogenital cancer who were admitted to 
the gynecologic clinic of the University of Berlin-Charlottenburg 
in the course of the last 28 years, only 8 (0.3%) had cancer of 
the urethra. Six of the eight patients between the ages of 54 
and 94 years had endourethral carcinoma and 2 had vulvo- 
urethral carcinoma. The endourethral tumors almost always 
have their origin in the distal third of the urethra, but in one of 
the author's six patients with this type of tumor it was found 
in the median portion of the urethra. Concerning the macro- 
scopic structure of the tumor, Bruntsch distinguishes between 
exophytic and endophytic growth. The exophytic tumors with 
endourethral origin frequently grow polyp-like, and in one of 
the author’s patients, a 94-year-old woman, the tumor the size 
of a chicken’s egg was protruding from the unimpaired orifice 
of the urethra. Exophytic growth varying in size from that of 
a cherry to that of a walnut was observed in five patients. The 
endophytic tumors develop on polyps of the mucosa; if they are 
located within the urethra adjacent to its external orifice they 
soon invade the urethral crest and then they form more or less 
large craters. Of the eight patients, one had an adenocarcinoma 
and seven had squamous-celled epithelioma. The form of growth 
was predominantly that of cell combinations with coarse pegs, 
and at the same time root-like spread (budding) was nearly 
always found, while cellular dissociation was observed more 
rarely. A strongly inflammatory reaction of the connective tissue 
was notable in all the tumors. Differential diagnosis between can- 
cer of the urethra and benign epithelial types is not easy in the 
sense that although no wrong negative diagnosis of cancer may be 
made, benign processes may often be considered to be malignant 
because of the peculiar aspect of the normal conditions in the 
distal female urethra and of the reactive hyperregenerative pave- 
ment epithelium proliferation that occurs quite frequently in 
this region of chronic recurrent inflammations. Definitive proof 
of malignant disease is provided only by the destructive growth, 
the irregular spread in all directions of massive combinations of 
epithelial cells. An additional reliable sign is the breaking up 
of the epithelium in form of cell dissociation, with occasional ob- 
servation within the tissue spaces of three to four cells in single 
file. In questionable cases staining according to Tibor Pap’s tech- 
nique may be of aid in the differential diagnosis; in benign epi- 
thelial changes this technique as a rule shows delimitation of 
the epithelial combinations from the connective tissue. Treat- 
ment with radioactive substances was practiced in all eight 
patients. The total dose of radium administered in fractionated 
doses in several sessions varied from 900 to 3,600 mg. hours and 
was applied below the urethral prominence, in front of the 
urethral orifice, or intraurethrally. Only the first six patients were 
followed up for a sufficiently long period to evaluate the results. 
Only two of the six women survived for five years. Of the re- 
maining two patients who are still under observation one has 
remained free of recurrence for two years and the other for one 
year. 


Block of Pudendal Nerves with Combination of Procaine, 
Epinephrine, and Hyaluronidase in Obstetrics. A. Massano and 
S. Monticelli. Minerva ginec. 6:641-644 (Sept. 30) 1954 (In 
Italian) [Turin, Italy]. 


Experience has shown that hyaluronidase enhances the effi- 
ciency of a pudendal block because it facilitates the diffusion of 
the anesthetic in the tissues, prevents the edema that follows 
the injection of procaine, and makes the onset of anesthesia more 
rapid, its duration longer, and its effect more widespread. The 
efficiency of the block is enhanced even more if epinephrine is 
also added, because, by producing ischemia, this permits the 
anesthetic to remain in loco longer and in the case of lacerations 
there is less blood loss. A pudendal block was induced by the 
authors in 50 women. It was produced in 25 by the injection of 
a 1% solution of procaine alone, while in the others procaine 
was injected together with a dose of a 1:1,000 solution of epi- 
nephrine and 250 viscosity units of hyaluronidase. The injection 
was performed when the patient was already in the delivery room 
and the presenting part was beginning to appear at the vulvar 
rim. There were 20 head and 5 breech presentations in the 
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‘ second group. The results were excellent in 18 cases, good in 5, 
and mediocre in 2. The analgesic effect was always more rapid 
in these than in the patients of the first group, and its duration 
was always sufficient to permit an intervention. There was a 
greater relaxation and a greater pain relief, and the expulsion 
period was less painful. There were no toxic effects on the 
mother or the fetus, nor were there alterations in the contracting 
power during the expulsion period. Because of the good results 
obtained in these patients and also because the method is harm- 
less and easy to perform, the authors feel that it should be used 
more frequently in obstetrics. 


Accidents in Transfusions and Fetomaternal Isoimmunization 
Originating in the Kell-Cellano Blood Group System: Etiological 
and Serologic Data and Practical Conclusions. R. André, C. 
Salmon, R. Malassenet and J. Philippon. Semaine hdép. Paris 
30:3703-3707 (Nov. 2) 1954 (In French) [Paris, France]. 


Among the recently discovered blood group systems, the 
Kell-Cellano system is of great practical importance. Five cases 
of anti-Kell antibodies were discovered recently at the Centre 
Regional de Transfusion Sanguine, Paris, France. Two of these 
discoveries were made when fetomaternal isoimmunization 
took place; the other three were made in patients who had 
received transfusions. From a study of these cases, the authors 
drew various conclusions. In cases of fetomaternal isoimmuniza- 
tion, it must be remembered that another factor besides the 
Rhesus factor may be responsible, in particular the anti-Kell 
factor. This fact should be remembered in cases where both 
parents are Rh positive, and also if the mother has anti-D anti- 
bodies. The search for isoimmunization should be made during 
a woman’s first pregnancy and should be conducted under 
serologic protection, especially if she has already received blood 
transfusions or injections. No girl or woman who has not 
reached menopause should be given Kell-positive blood if she 
is Kell-negative, any more than she should be given Rh-positive 
blood if she is Rh negative. Ninety-two per cent of the population 
is Kell-negative, if the sample of 1,582 persons with blood type 
A or O tested at the transfusion center is representative. In 
regard to accidents occurring as the result of blood transfusion, 
these happen oftenest in patients who receive many transfusions. 
Therefore, patients who will be likely to receive repeated trans- 
fusions should be screened out and carefully watched for signs 
of reaction. Tests for irregular agglutinins should be performed 
in these patients at regular intervals and after any suspicious 
episode, such as mild jaundice. In the authors’ five patients, all 
the antibodies discovered were active in an albumin medium and 
some were active in a saline medium. 


PEDIATRICS 


Atrial Septal Defects in Children: A Clinical Study with Special 
Emphasis on Indications for Operative Repair. J. L. Braudo, 
A. S. Nadas, A. M. Rudolph and E. B. D. Neuhauser. Pediatrics 
14:618-631 (Dec.) 1954 [Springfield, III]. 


Braudo and associates present clinical and physiological data 
in 32 children with atrial septal defects. The following physical 
signs are found in the typical case: a soft systolic murmur on 
the upper left sternal border, an apical diastolic murmur, and 
widely split pulmonic closure. The radiological findings consist 
of right ventricular and atrial enlargement, with a prominent 
main pulmonary artery and with pulmonary vascular engorge- 
ment. The electrocardiograms show right bundle-branch block, 
with right ventricular hypertrophy. The physiological data 
demonstrate a marked increase in pulmonary blood flow, with 
no significant diminution in systemic cardiac index and the 
absence of pulmonary vascular disease. Atrial septal defect 
can now be regarded as an operable congenital cardiac mal- 
formation. Observations on adults have revealed that a significant 
number of patients who have been entirely asymptomatic during 
the first and second decade become severely limited in their 
20’s and 30’s. The goal of surgical repair is mainly to diminish 
the right ventricular work by abolishing the left to right shunt 
and possibly to permit left ventricular work to reach normal 
levels. Surgical treatment is indicated in patients with large 
atrial shunts and with significant symptoms or with considerable 
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enlargement of the heart without greatly increased pulmonary 
vascular resistance. At the time of completion of this report, 
nine children between the ages of 3% and 16 years had been 
operated on by Dr. R. E. Gross on the basis of the indications 
outlined. The operative technique described by Gross in 1953 
was used in seven; in two cases closure was done by the Bailey 
method. Of the three patients who died, two had marked 
symptoms, whereas one showed only a large heart. Three of the 
six children in whom the operation was successful had only been 
slightly incapacitated, while the others presented no symptoms 
apart from evidence of cardiomegaly. All patients had pul- 
monary blood flows at least three times larger than their systemic 
blood flows. The shunt was completely abolished in three 
patients, but in one child a small shunt still persisted. In three 
of the four patients the systemic cardiac output did not change 
postoperatively; in one it increased. All patients had a post- 
operative increase in systemic stroke work. Clinical observations 
revealed some increase in exercise tolerance and disappearance 
of the basal systolic and apical diastolic murmur in all patients. 
The hepatomegaly noted in one instance disappeared post- 
operatively. The heart size decreased significantly in all patients, 
and fluoroscopic examination did not demonstrate the “hilar 
dance” and pulmonary vascular engorgement previously seen. 
The electrocardiographic findings were unchanged. 


Spontaneous Regression of Angiomas in Children: Twenty-Two 
Years’ Observation Covering 236 Cases. L. Bivings. J. Pediat. 45: 
643-647 (Dec.) 1954 [St. Louis]. 


Of 236 angiomas observed by Bivings in children in the course 
of 22 years, 200 were of simple hypertrophic (strawberry mark) 
type, 10 of squamous-cell type, 5 of cavernous type, and 21 of 
spider type. Eighty-two of the 200 hypertrophic angiomas com- 
pletely regressed without treatment, 38 were fading, 21 are 
still under observation, and 49 could not be followed up. In 
the remaining 10 cases, the parents of the patients insisted on 
treatment that seemed necessary in only one with a large mass 
covering the upper eyelid. Eight of the squamous-cell type 
angiomas were simple light markings, involving the forehead in 
six patients and the-upper lip in two. All have faded or are 
fading. The remaining two squamous-cell type angiomas were 
of the port-wine type. One involved the entire leg, with com- 
municating vessels to the bones, which produced abnormal 
growth of the affected side. The second is under observation, 
with no evidence of spontaneous regression. One of the five 
cavernous-type angiomas was a large subcutaneous mass at 
the angle of the jaw, measuring 6 by 6 cm., with a depth of 
about 3 cm. It was removed surgically with good results except 
for a partial facial paralysis. Of the remaining four, there 
was one on the abdomen and three on the back in the region 
of the scapulas. They varied in size from 2 to 4.5 cm. in diameter 
and from 0.5 to 1.5 cm. in thickness. These four regressed 
completely without treatment over a period of two and one-half 
to five years. Five of the 21 patients with spider type angiomas 
had multiple lesions, and 16 had single angiomas. Angiomas 
of this type seem to appear after infancy in most cases and 
persist longer, but most of those observed by the author regressed 
without treatment. As a result of his experience, Bivings states 
that the simple hypertrophic type of angioma (strawberry mark) 
seldom requires treatment. From observation of those treated 
elsewhere the cosmetic end-results are better when the markings 
are allowed to spontaneously regress. The length of time required 
for regression seems to vary with the size of the lesion, the 
larger ones often requiring four or more years. However, the 
color loss is so rapid that they cease to be a cosmetic problem 
long before complete regression has taken place. Statistical data 
showing a drop in frequency of angiomas from 8.7% among 
526 infants seen first in the first year of their lives to 0.55% 
in 546 children seen first after their second birthday is strong 
supporting evidence that spontaneous regression does take 
place. The faintly marked squamous-cell type regresses slowly 
but fairly completely; the port-wine type never does, and cos- 
metic covering seems to be the best method of management. 
Many of the cavernous type require treatment, but some of 
the simple subcutaneous masses will regress if given time. The 
spider type also seems to regress spontaneously. 
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Use of a Quadruple Sulfonamide Mixture in Acute » Bacterial 
Infections of Infancy and Childhood. A. D. Ferguson, A. D. 
Kessler and R. B. Scott. J. Pediat. 45:655-661 (Dec.} 1954 [St. 
Louis]. 


Twenty-one infants and children with common acute child- 
hood infections were treated with a quadruple sulfonamide 
mixture containing sulfadiazine, sulfapyrazine, sulfamerazine, 
and sulfamethazine. Of the 21 patients, 4 had bronchopneumonia, 
5 lobar pneumonia, 3 otitis media, 8 tonsillitis and/or pharyn- 
gitis, and one tracheobronchitis. The duration of illness before 
the administration of the sulfonamide mixture varied from three 
to 10 days. The highest temperature noted was 106 F (41 C), 
but the mean was 101.8 F (38.7 C). The drug was administered 
in emulsion or tablet form, in doses of 0.1 gm. per kilogram of 
body weight as the initial dose, followed by 0.025 gm. per 
kilogram of body weight every six hours; the dosage of sul- 
fonamide thus administered varied from 0.5 to 2.5 gm. daily 
in four divided doses. The blood levels ranged from 1.1 to 21.6 
mg. per 100 cc., with an average of 8.2 mg. per 100 cc. The 
mean duration of therapy was four days. The patient’s tempera- 
ture remained elevated for an average of 35 hours after ad- 
ministration of the drug and was restored to normal within an 
average of 2.4 days after therapy. Uniform improvement in 
symptoms and physical findings was noted in the first 24 hours 
after the institution of therapy. The clinical and laboratory 
response to the drug was satisfactory, and there were no toxic 
manifestations or untoward reactions noted. 


Antibody Responses to Naturally Occurring Poliomyelitis Infec- 
tions in Children: I. Neutralizing Antibodies Against the Proto- 
type and Patient’s Own Viruses. C. A. Miller and H. A. Wenner. 
Pediatrics 14:573-586 (Dec.) 1954 [Springfield, Ill.]. 


This report is concerned with the appearance and persistence 
of neutralizing antibodies in 14 children as a result of natural 
infection with poliomyelitis viruses. Thirteen of 14 children with 
a clinical diagnosis of poliomyelitis showed high neutralizing 
antibody titers in tissue culture tests against prototype viruses 
as early as two days after the first symptom and persisting for 
as long as 18 months without significant change in titer. A 
significant increase in titer was occasionally encountered, but the 
initial titer was usually in the same range as that of the subse- 
quent 18 months. The 14th child had antibodies against none 
of the prototype poliomyelitis viruses, though his clinical history 
was quite compatible with a nonparalytic infection. In the third 
month this patient’s type 2 antibody rose to 1:5,120, possibly 
indicating an inapparent poliomyelitis infection several months 
after an erroneous diagnosis of poliomyelitis. Stool specimens 
were available from 7 of the 14 children. Six type 1 poliomyelitis 
viruses and one type 2 virus were recovered from these stools. 
Neutralizing antibody titers against the patient’s own virus 
closely paralleled those against the homologous prototype 
virus. When differences did occur, they were in favor of higher 
antibody titers against the patient’s own virus. Serums from 10 
patients had antibodies against more than one prototype virus. 
With the exception of two patients, antibodies against one of the 
prototype viruses were present far in excess of the others. 
Neutralization tests, as performed, appear to be of value in 
ruling out a diagnosis of poliomyelitis but not in establishing 
the diagnosis. 


Continuous Therapy of Nephrotic Syndrome in Children with 
Corticotropin Gel. A. J. Merrill, J. Wilson and L. F. Timberlake. 
A. M. A. Arch. Int. Med. 94:925-930 (Dec.) 1954 [Chicago]. 


Twenty-five children with the nephrotic syndrome were treated 
with continuous corticotropin gel therapy. All but two were free 
of edema at the time of writing, and all but three were free of 
albuminuria. One of these patients was completely unresponsive. 
The other two responded well but were in relapse at the time of 
writing. While quite a few relapses did occur, usually as the 
result of infection or downward adjustment of dosage, the course 
of 24 patients suggested that all 24 would be well eventually. 
Transient signs of hyperadrenocorticism were seen in 23 patients, 
but there were no serious complications and no deaths. Never- 
theless, patients must be checked by a physician before each 
injection, because infections can occur unaccompanied by the 
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usual signs. They should be vigorously treated with antibiotics. 
All the children have developed normally. Continuous cortico- 
tropin gel therapy appears to be more satisfactory than inter- 
mittent treatment of the nephrotic syndrome in children, but 
there is no evidence that the underlying process is cured or even 
shortened. Progressive rena] failure and death have not occurred 
so far in more than two years of observation. Most patients can 
return to full activity in two to six weeks, when albuminuria has 
disappeared. 


Acute Endocarditis in Infancy and Early Childhood. D. Macau- 
lay. A. M. A. Am. J. Dis. Child. 88:715-731 (Dec.) 1954 
[Chicago]. 


Although the diagnosis of acute endocarditis can be made 
during life in early childhood, it is often not recognized because 
of the absence of characteristic signs. Macaulay describes in 
detail a case occurring in a newborn infant. An attempt was 
made to estimate the frequency of endocarditis in infancy by 
investigating the records of the Duchess of York Hospital for 
Babies. The postmortem reports of this hospital were available 
from the middle of 1921 till the end of 1952. In this period, 
1,539 postmortem examinations were carried out, all but 38 
of them on children under the age of 2 years. Inspection of 
these 1,501 reports resulted in the discovery of 13 cases in which 
evidence for the existence of acute endocarditis seemed satis- 
factory. The histories and autopsy reports of these 13 children 
are reported. This incidence of 0.86% seemed high at first, but 
the author points out that White of Boston had discovered nine 
cases of acute endocarditis among 1,276 autopsies on infants less 
than 2 years old. This incidence, 0.7%, is close to that of the 
present series. The author accumulated from the literature 92 
pathologically proved cases of acute endocarditis in this age 
group. A survey of all these cases suggests that, although the 
condition is relatively rare, it is not as rare as some believe. 
Rheumatism can be ignored as a cause of acute endocarditis in 
the first year of life and remains an extremely rare cause in the 
second year. Thereafter its importance increases rapidly. Acute 
infections and “toxic” influences play an important part in the 
genesis of the disease in early life. Some authors consider that 
“toxic” noninfective endocarditis is a real entity, whereas others, 
while admitting the importance of infectious processes for the 
production of the condition, visualize devitalization of the endo- 
cardium and its subsequent invasion by organisms as the prob- 
able sequence of events. The question is possibly largely a 
terminological one depending on the view taken of “inflam- 
mation” and the criteria for its diagnosis. Infection of almost 
any system may be a cause of inflammation of the heart valves. 
In many of the reported cases, the endocarditis might be regarded 
as being “terminal” and of little significance, but in others it 
would seem that it was the cause of death. It is possible that 
undiscovered endocarditis occurring during an acute infection 
in early infancy might be responsible for some of the cases of 
valvular damage discovered in late life when there is no history 
of rheumatism. 


Splenectomy in Children with Idiopathic Thrombocytopenic 
Purpura, Hereditary Spherocytosis, and Mediterranean Anemia. 
F. Glenn, G. N. Cornell, C. H. Smith and I. Schulman. Surg., 
Gynec. & Obst. 99:689-702 (Dec.) 1954 [Chicago]. 


Glenn and associates are concerned with hematological dis- 
orders of infancy and childhood that are benefited by splenec- 
tomy. The report includes nine cases of congenital spherocytic 
anemia, nine cases of Cooley’s or severe Mediterranean anemia, 
two cases of the combined traits of sickle cell disease and 
Mediterranean anemia, and seven cases of idiopathic thrombo- 
cytopenic purpura. Indications for splenectomy in children with 
idiopathic thrombocytic purpura are not definite. A period of 
conservative management is indicated before operation is con- 
sidered. With the majority of affected children showing spontane- 
ous recovery in three months, it would seem that this should be 
the minimum time for conservative observation. Even this view 
has required modification after the demonstration that cortico- 
tropin and cortisone may effectively control hemorrhagic mani- 
festations even in those cases in which platelet response is not 
achieved by the therapy. The policy of these authors at present 
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is to follow a conservative course for at least three months. This 
implies no therapy if purpura is mild or the use of corticotropin 
or cortisone if the bleeding is severe or persistent. In the absence 
of improvement in three months a course of cortisone for two 
to three weeks is given even in the mild cases in an attempt 
to achieve hematological remission. With the persistence of 
thrombocytopenia after six months, splenectomy is considered. 
In one of the seven children subjected to splenectomy the disease 
had existed for only seven weeks at the time of operation, and 
splenectomy was a failure. In the other six patients thrombo- 
cytopenia had been present for from 13 months to 6.5 years. 
Two of the children had been given therapeutic courses of 
cortisone with no effect. In each of these six cases splenectomy 
has apparently resulted in cure. The result of operation is usually 
dramatic, but the “stress” effect of the operation may result in 
remission through hormonal mechanisms. Therefore, final evalu- 
ation should be delayed for at least three months. All of the 
nine children with hereditary spherocytosis had frank sphero- 
cytosis, increased osmotic fragility of the red blood cells, anemia, 
reticulocytosis, hyperbilirubinemia, increased urinary urobilino- 
gen, elevation of serum iron, and marrow erythroid hyperplasia. 
The Coombs test was negative in all instances. The results of 
splenectomy were extremely gratifying in every case. Soon after 
splenectomy red blood cell and hemoglobin values rose to nor- 
mal and remained so. Jaundice, fatigability, and lassitude dis- 
appeared and general improvement was noted. A striking in- 
crease in appetite and gain in weight was frequently observed. 
Return of the disease process was never observed. With regard 
to splenectomy in the 11 patients with Mediterranean (Cooley’s) 
anemia (including 2 with combined Cooley’s and sickle cell 
anemia), the authors feel that the operation has a place in the 
management of selected cases. It eases the burden of therapy in 
these children by decreasing the number of transfusions they 
require. The increased hemoglobin level benefits the entire or- 
ganism. It must be stressed, however, that splenectomy is only 
palliative. The basic defect in blood formation still remains. 
Preoperative treatment, particularly the correction of the blood 
to a nearly normal status, is of vital importance in splenectomy. 


Congenital Afibrinogenemia: Report on Child Without Fibrino- 
gen and Review of Literature. R. W. Prichard and R. L. Vann. 
A. M. A. Am. J. Dis. Child. 88:703-714 (Dec.) 1954 [Chicago]. 


The boy whose history is reported was born after a full-term 
gestation. The mother had been given 5 mg. of a vitamin K 
analogue prior to delivery. On the second day of life, oozing 
of blood from the umbilical cord stump was noted. Vitamin K 
was administered, and at 60 hours of age the infant was given 
55 cc. of four-day-old preserved whole blood. Bleeding ceased 
for three days, then began again, but the child’s general condition 
remained good. When he was 19 days old the boy was admitted 
to the hospital. He was bleeding from a previous fingertip punc- 
ture and from the umbilical stump. The blood did not clot in 
the test tube, either at room temperature or at 37 C. The 
estimated bleeding time was 30 hours. Capillary fragility was 
not increased. A prothrombin time determination yielded no clot 
whatsoever. On the basis of these and other studies a provisional 
diagnosis of afibrinogenemia was made. Shortly after admission 
the infant was given 50 cc. of fresh whole preserved blood, and 
oozing stopped within six hours. When blood was obtained by 
femoral vein puncture six days after admission, oozing from the 
puncture site was again persistent, and the patient was given 
50 cc. of plasma, with almost immediate stoppage of the bleed- 
ing. At 21 months of age, when blood was drawn from the left 
antecubital space, a hematoma developed, which was controlled 
with a pressure dressing. The blood failed to clot in the test tube. 
Electrophoretic studies again failed to show the fibrinogen com- 
ponent. The authors were able to collect from the literature 
cases of 21 patients with congenital lack of fibrinogen. Fifteen 
of the 22 patients are males. Cousin marriages appeared in the 
kinship of seven of the patients. Seven had siblings with bleeding 
disorders. In four reports there was hypofibrinogenemia in one 
or more relatives of the patients. Bleeding has been noted in 
the patients from an early age, usually from birth, and bleeding 
was the cause of death in five of the eight who are dead. Jt is 
surprising that these patients have less bleeding difficulty tnan 
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many patients with hemophilia, despite the complete incoagula- 
bility of their blood. Bleeding has been associated with the 
eruption and shedding of teeth, trauma, diphtheria, tuberculosis, 
and surgery. Despite the lack of a fibrin net, healing of wounds 
has not been retarded. Except that it is sometimes apparently 
genetically determined, the pathogenesis is still unexplained. As 
regards the differential diagnosis, once the absence of clotting is 
determined, hemophilia is ruled out. This may be rapidly ac- 
complished by addition of thrombin and should prove helpful 
in newborn males. If this simple procedure is carried out, it is 
likely that many more instances of this disorder will be dis- 
covered, Other unusual disturbances of blood coagulation are 
similarly ruled out by the absence of clotting upon addition of 
potent thrombin solution. Treatment is the same as that of 
hemophilia. Local control of external bleeding not associated 
with shock or anemia may be sufficient. If inaccessible bleeding 
is present, unassociated with anemia, fresh plasma or thawed 
plasma frozen while fresh may be used. Fibrinogen solutions 
could be used. Fresh whole blood is indicated if shock or anemia 
is also present with internal or external bleeding. 


DERMATOLOGY 


Investigation of Warts Prevalent Among Workers in Reduction 
Works of Aluminium Industry. R. Lockhart. Brit. J. Indust. 
Med. 11:296-300 (Oct.) 1954 [London, England]. 


The reduction of alumina to produce the metal aluminum is 
associated with the manufacture of carbon electrodes for use in 
electric furnaces containing cryolite and alumina. The anodes 
and cathodes vary in character from blocks to paste and are 
made from varying quantities of calcined coke and anthracite 
mixed with pitch obtained from the distillation of coke oven 
tar. Workers, therefore, come into contact with pitch dust in 
the carbon factory or fume in the furnace room. Papers have 
been published stating, or presuming, that the skin of workers 
exposed to apparently similar hazards was likely to be affected 
by warts that were, in the opinion of some authors, probably 
precancerous or even squamous epitheliomata. These opinions 
led to considerable alarm among both workers and management 
in this industry, and this investigation was instituted to determine 
(1) whether the handling of pitch in the carbon factory or the 
exposure to fume in the furnace room is causing an increased 
incidence of warts among workers intimately exposed to them, 
(2) whether duration of exposure or service increases the in- 
cidence, (3) the effect of age, and (4) whether the warts found 
are cancerous. An examination of the exposed skin surfaces of 
1,098 out of 1,382 workers in aluminum reduction works was 
carried out, and the number and distribution of warts found 
indicated that the degree of exposure to a presumed carcinogen 
among workers operating the various processes in the aluminum 
works is not necessarily productive of cancerous warts. 


Treponema Pallidum Immobilization Test in the Evaluation of 
Patients with Positive Serologic Tests for Syphilis. A. B. Kern. 
New England J. Med. 251:807-810 (Nov. 11) 1954 [Boston]. 


Nelson and Mayer’s Treponema pallidum immobilization test 
is based on the immobilization or death of virulent, motile 
spirochetes on exposure to a specific antibody present in syphilitic 
serum, separate and distinct from reagin. The test consists of 
mixing a tissue-free Treponema suspension obtained from rabbit 
testes previously inoculated intratesticularly with virulent T. 
pallidum (Nichols strain), complement (present in guinea-pig 
serum and necessary for antigen-antibody reaction), and the 
serum to be tested. After incubation for 18 hours under anaerobic 
conditions, the percentage of motile organisms is determined by 
examination with the dark-field microscope. If less than 12% 
of the spirochetes remain motile the test is interpreted as positive; 
if more than 70% are motile it is reported as negative. When 
the percentage of motile organisms is between 12 and 70% the 
serum is retested and additional samples obtained if necessary. 
The significant features of the immobilizing antibody are sum- 
marized as follows. 1. It is not found in the serum of normal 
persons or in that of people with nontreponemal diseases. 2. It 
occurs in the serum of syphilitic persons and in that of patients 
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with yaws, pinta, or bejel. 3. It appears early in the course of 
syphilitic infection, usually paralleling or lagging slightly behind 
the building up of reagin; in untreated patients the immobilizing 
antibody remains throughout life even though reagin may have 
spontaneously disappeared. 4. In patients with early syphilis 
who are treated, it may gradually disappear from the blood but 
at a rate slower than that of reagin, and the test may eventually 
become negative. In patients with syphilis of several years’ dura- 
tion, treatment usually has no effect on the level of the antibody. 
Treponema immobilization tests were done on different blood 
samples obtained from 17 patients with positive results on one 
or more of the reagin serologic tests for syphilis and in whom 
there was no evidence of possible syphilitic infection besides the 
positive reagin test. Of the 17 patients, 4 had one Treponema 
immobilization test, 9 had two, and 4 had three. A positive 
Treponema immobilization test was obtained in 9 of the 17 
patients. Three patients with previous diagnoses of and treatment 
for early latent syphilis had positive results from the test, con- 
firming the earlier diagnosis. The diagnosis of latent syphilis 
was made in the other six, the immobilization test being par- 
ticularly valuable in three patients. Follow-up studies of seven 
of the eight patients with negative immobilization tests con- 
firmed the fact that they were biological false-positive reactors; 
the fact that a negative immobilization test does not rule out the 
possibility of early syphilis must be kept in mind, and the eighth 
patient might be cited as an example. It is possible that this 
patient had disease in the primary stage with a concealed shancre. 
Although he was considered a probable false-positive reactor, 
inadequate follow-up study prevented a definite conclusion to 
that effect. In such cases repeated reagin and Treponema im- 
mobilization tests are desirable. A positive Treponema immobili- 
zation test merely indicates that the person has or has had a 
syphilitic infection; whether cz not therapy should be given must 
be decided on the basis of the trend of quantitative reagin tests 
and on the adequacy of any previous treatment given. The 
Treponema immobilization test is a valuable diagnostic tool, 
particularly in the differentiation of latent syphilis and biological 
false-positive reactions. The establishment of additional labora- 
tories for the performance of the test, to make it more generally 
available to the practitioner, is desirable. 


UROLOGY 


On Renal Failure Complicating Surgical Diseases (Laparotomy 
etc.), with Special Regard to Conservative Treatment, and the 
Need for the Artificial Kidney (Dialyser, Ultra Filter) in Rational 
Renal Therapy. (Acute Tubular Nephritis, Chronic Pyelo- 
nephritis and Prostatic Hypertrophy with Urinary Retention.) 
N. Alwall. Acta chir. scandinav. 108:95-113 (No. 2-3) 1954 
(In English) [Stockholm, Sweden]. 


Of 65 patients with acute tubular nephritis associated with 
anuria or severe oliguria of 4 to 28 days’ duration who were 
admitted to the urologic clinic of the University of Lund, the 
only one in Sweden that has artificial kidney equipment, 13 died 
of renal failure before rational treatment of renal insufficiency 
could be carried out; in 2 patients treatment of renal insufficiency 
was instituted but for various reasons could not be carried out 
in the manner intended, and both patients died; the remaining 
50 patients received adequate conservative treatment. Of these 
50 patients, 21 had surgical diseases; of the 21, laparotomy 
was performed in 17, and vagotomy combined with thoracotomy 
for esophageal varices in one. Eight patients had abortions, and 
21 had medical diseases such as myocardial infarction, gastro- 
enteritis, hemolysis, and pneumonia. Rational, conservative 
therapy of patients during the anuria-oliguria stage of acute 
renal failure must include procedures aimed at the reduction 
of protein catabolism and thereby of the uremic intoxication; 
they consist of adequate nutrition by the intravenous administra- 
tion of 50% dextrose solution (200 to 500 gm. dextrose daily) 
and fluid-electrolyte balance. Daily checking of the patient’s body 
weight is the most reliable method of ascertaining fluid-balance 
changes from day to day. Chest roentgenograms are necessary 
for the control of fluid balance; pleural effusion is the earliest 
sign of fluid retention, while a somewhat larger accumulation 
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may generally occur before the “fluid lung” appears. Nine of the 
50 patients had “fluid lung.” Elimination of the accumulated 
fluid to such an extent that the roentgen shadows disappear and 
a decrease of several kilograms of body weight ensues was ob- 
tained by the administration of 200 to 400 cc. of a 25% solution 
of sodium or magnesium sulfate orally or parenterally with sub- 
sequent severe diarrhea; treatment was completed with dialysis 
and ultrafiltration (artificial kidney) of the blood in vivo. As a 
rule, 6 to 8 hours’ treatment is sufficient to reduce the nonprotein 
nitrogen to less than 100 mg. per 100 cc. Contrary to many 
other workers, the author considers such a reduction as necessary 
to obtain the best clinical result. In cases of hypoelectrolytemia 
combined with subsequent fluid retention, induced diarrhea with 
hypertonic sodium or magnesium sulfate solution represents ade- 
quate therapy. Fifteen (71%) of the 21 patients with surgical 
disease, 5 (63%) of the 8 with abortion, and 6 (29%) of the 
21 with medical disease were in need of dialysis; 10 of the 15 
surgical patients had undergone laparotomy for disease of the 
biliary tract. These data explain why particularly surgeons have 
become interested in the artificial kidney and other methods for 
active treatment of uremia. Seven of the 50 patients who received 
adequate conservative therapy for renal insufficiency died, but 
with one exception these deaths were caused by the basic disease 
and/or its complications. Some practical viewpoints on con- 
servative therapy are presented in four patients between the ages 
of 37 and 62 with chronic pyelonephritis associated with uremia; 
two of the four were women with contracted kidney, and the 
two others were men with hypertrophy of the prostate. Dialysis 
and subsequent conservative treatment saved the life of two 
additional men with acute exacerbation of chronic pyelonephritis 
and prostatic hypertrophy with retention of urine. Patients with 
renal failure should be sent at an early stage to a urologic 
department with sufficient laboratory equipment as well as with 
the necessary therapeutic experience, including the artificial 
kidney and the control of electrolyte and fluid balance. 


Dialysis in the Treatment of Uremia: Artificial Kidney. W. J. 
Kolff and C. C. Higgins. J. Urol. 72:1082-1094 (Dec.) 1954 
[Baltimore]. 


Kolff and Higgins emphasize that hemodialysis should not be 
considered a competitor but rather an adjunct to the medical 
management of acute and chronic uremia. The usefulness of 
the artificial kidney is demonstrated better by individual case 
reports than by statistics. Patients who seemed moribund have 
been revived by treatment with artificial kidney or peritoneal 
lavage. Ultimate recovery was not always obtained, due to the 
underlying disease or to complications that we have not yet 
learned to overcome. It would be unfortunate if the medical 
management of uremia were neglected due to overemphasis on 
the use of the artificial kidney. The management of uremia 
requires: (1) restriction of fluid and electrolytes during the period 
of anuria; (2) suppression of protein catabolism by forced ad- 
ministration of a high caloric regimen (Borst principle); (3) pre- 
vention or treatment of infection with antibiotics; (4) avoidance 
of elective surgery, excessive transfusion, and other procedures 
that may increase protein catabolism and the production of 
retention products; and (5) removal of retention products and 
correction of body chemistry by dialysis (artificial kidney, peri- 
toneal lavage, and intestinal lavage). The principles, techniques, 
indications, contraindications, and dangers of extracorporeal 
hemodialysis are reviewed. The authors conclude that “con- 
servative” management suffices for the majority of patients with 
acute urinary suppression. When it does not, the dialyzing 
methods are valuable adjuncts. Dialysis is also useful in certain 
cases of chronic uremia, for the removal of some poisons and 
for the removal of otherwise intractable edema. With the use 
of plastic tubing and silicone-coated glassware in artificial kid- 
neys, little heparin is required; consequently, danger from 
hemorrhage is minimized. Among the dialyzing methods, the 
rotating artificial kidney is the most effective in terms of clear- 
ance. Among the artificial kidneys that use dialysis and filtration, 
the one of Skeggs, Leonards, and Heisler is most effective in 
terms of clearance, and it can also be used as an effective 
ultrafilter. 
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Successful Use of Simplified Method of Intermittent Peritoneal 
Dialysis. W. H. Waugh. J. Urol. 72:1095-1103 (Dec.) 1954 
[Baltimore]. 


Waugh cites reports that indicate that peritoneal lavage over 
extended periods may involve considerable clinical hazard. He 
describes the successful clinical use of intermittent peritoneal 
dialysis in a simplified and interrupted fashion for 29 days. Since 
adequate drainage of the irrigating fluid and control of fluid and 
electrolyte balance were also demonstrated, the thesis is pre- 
sented that intermittent peritoneal lavage can be performed in 
human beings for extended periods of time without the develop- 
ment of peritonitis or other serious complications. The value of 
this simplified method of intermittent peritoneal dialysis in the 
relief of severe potassium intoxication is demonstrated in a 
second case. The technique of the intermittent peritoneal 
dialysis used is a modification of the method of Grollman, 
Turner, and McLean. The basic lavage fluid consists of lactated 
Ringer’s solution, U.S.P., or in the case of severe potassium 
intoxication, a solution made by mixing two parts by volume of 
isotonic sodium chloride solution, U.S.P., and one part by 
volume of sixth-molar racemic sodium lactate solution (e. g., 
sodium lactate injection, % molar, U.S.P.). The electrolyte com- 
position of the perfusion fluid is described in a table. To the 
basic lavage fluid, glucose is added to a final concentration of 2 
to 6 gm. per 100 ml. in order to obtain the desired osmolarity 
of the perfusion fluid. Penicillin (50,000 units) and streptomycin 
(0.5 gm.) are added to each liter of fluid. An abdominal para- 
centesis set is used, and a typical paracentesis is performed in 
the median line below the umbilicus. With the patient supine, the 
stylet is removed and tubing from an intravenous infusion set is 
attached to the trocar. The lavage fluid, preferably warmed to 
body temperature, is instilled during a brief period to a total 
volume of 3 to 3.5 liters. The trocar is then withdrawn. A 
rounded tack-like rubber cap found on the needle adapter part 
of an infusion set is used as a plug, and the stem of the plug 
is inserted into the superficial part of the paracentesic opening. 
Over the plug, a sterile pressure dressing with a scultetus binder 
is applied. Within two to four hours, or in four to six hours in 
the case of severe hyperpotassemia, the patient is placed in a 
sitting position and the dressing and plug are removed. Then, 
the trocar is reinserted at the same site without anesthesia and 
paracentesic drainage is accomplished by gravity. The site is 
then redressed. Such a technique of peritoneal dialysis is repeated 
as necessary, even two or three times daily. With the long-term 
frequent use of intermittent peritoneal lavages, control of fluid 
and electrolyte balance, adequate drainage, and absence of 
bacterial peritonitis are obtainable. This technique should prove 
a valuable adjunct to the conservative treatment of acute 
potassium intoxication or severe uremia. 


Ion-Binding Properties of Electrophoretically Homogeneous 
Mucoproteins of Urine in Normal Subjects and in Patients with 
Renal Calculus Disease. W. H. Boyce, F. K. Garvey and C. M. 
Norfleet. J. Urol. 72:1019-1031 (Dec.) 1954 [Baltimore]. 


Calcium is a component of 90% of all primary urinary calculi 
and, alone or with magnesium, comprises the greater portion of 
the total cation content of such stones. Recent studies of the 
mechanisms of biological calcification suggested the possibility 
that calcigerous urinary calculi may originate in the presence of 
a chondroitin sulfate or other ion-binding mucopolysaccharides. 
These substrates or “target substances” may not only provide 
the framework of calculi but may determine their crystalline 
structure by “extracting” specific components of urine from 
solution. Earlier a method had been described for recovering 
the biocolloids of urine by a combination of dialysis, ultra- 
filtration, and perevaporation. In this report Boyce and associates 
present data relative to some of the ion-binding properties of 
these mucoproteins of urine. Studies were made on 14 normal 
persons and 17 patients with renal calculi containing calcium 
phosphate, calcium oxalate, or both. Normal urine and urine 
from patients with calculous disease contain at least two muco- 
proteins that retain a negative charge throughout the entire pH 
range of urine. Both of these mucoproteins are greatly increased 
in the urine of patients with calcigerous renal calculi. Two 
patients with hyperparathyroidism (functioning adenomas) were 
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found to have the highest concentrations of urinary mucoproteins 
of any patients yet observed. One of these mucoproteins, fraction 
I, is soluble in buffers throughout the pH range of urine. As 
recovered from calculous disease urine it has been demonstrated 
to bind calcium with avidity, forming an insoluble complex. 
When the incubating solution contains phosphate ions in addition 
to calcium, a progressive formation of crystalline calcium 
phosphate follows the appearance of the calcium-mucoprotein 
precipitate. The largest single component of the urinary bio- 
colloids in normal subjects and in patients with calculous disease 
is a carbohydrate-protein conjugation joined by polymer linkage 
to form a compound of high molecular weight. On the basis of 
the carbohydrate content and the electrophoretic and chemical 
properties, it is suggested that this material may be correctly 
referred to as uromucoid. The polymerized form is insoluble in 
molar sodium chloride or in buffers of pH range 4.5 to 8.6, 
but the depolymerized uromucoid from both normal subjects 
and from patients with calculous disease showed ion-binding 
properties similar to those of the fraction I mucoprotein obtained 
from the urine of patients with calculous disease. Some of the 
factors that may influence the quantity of urinary mucoproteins 
and their activation to a calcium-binding form are considered 
for future investigation. 


THERAPEUTICS 


Antabuse-like Effect of Irgapyrin. E. Lauppi. Schweiz. med. 
Wehnschr. 84:1281-1283 (Nov. 13) 1954 (In German) [Basel, 
Switzerland]. 


Experiments were carried out in three different sessions on 
five healthy men accustomed to drinking whose body weight 
varied from 65 kg. (143 Ib.) to 86 kg. (190 Ib.). The first session 
consisted of the ingestion on an empty stomach of three bottles 
of light beer (corresponding to about 50 to 55 gm. of absolute 
alcohol) within one hour. The second session consisted of the 
ingestion of three tablets of 0.5 gm. of Irgapyrin, a proprietary 
compound containing equal parts of phenylbutazone and amino- 
pyrine, within eight hours. The third session consisted of the 
ingestion of 0.5 gm. of Irgapyrin first the next morning. At an 
interval of 45 to 60 minutes, again three bottles of the same 
type of beer were ingested within one hour, and just before the 
last drops of beer were taken, 0.5 gm. of Irgapyrin was given 
once more. Doses of 1 gm. of the drug somewhat delayed the 
absorption of alcohol but did not influence its elimination and 
combustion. Despite the delayed absorption there occurred in 
the persons experimented on disturbances that were qualitatively 
and quantitatively considerably severer than those resulting from 
the effect of alcohol alone. The men complained of nausea, 
weakness, tinnitus, and diplopia. They were pale and depressed 
and later apathetic and sleepy. Outbreaks of sweat occurred, 
and occasionally there was an increase in pulse rate. Three of 
the five men vomited fasting secretion, and that was followed 
by collapse, with a drop in systolic and in diastolic pressure of 
10 to 15%. Similar observations reported in the literature were 
described as combined effects of alcohol and aminopyrine (Di- 
pyrin) or aminopyrine-containing preparations. In the author’s 
experiments the symptoms correspond to the aspect that may 
be observed after the ingestion of disulfiram (Antabuse) or 
homogenous drugs. The assumption is justified that the condi- 
tion depends on an intoxication by acetic aldehyde, and that 
was confirmed by the results of the quantitative determination 
of the acetic aldehyde content in the respiratory air. Amino- 
pyrine and perhaps also other pyrazolone derivatives are, there- 
fore, not suitable drugs for “sobering.” Combined with alcohol 
they may occasionally elicit severer symptoms than alcohol 
alone. 


Severe Enterocolitis as a Result of Treatment with Antibiotics 
of Fungal Origin. M. Girard, H. Fraisse and R. Simon. J. méd. 
Lyon 35:833-844 (Nov. 5) 1954 (In French) [Lyon, France]. 


The question of severe enterocolitis after antibiotic therapy 
is discussed, the authors comparing their experiences and 
opinions with those in the literature. Three cases are described 
to illustrate the uniformity of the clinical picture of this syn- 
drome. One of these cases has been reported before; it ended 
fatally. The disease can occur at any age and in both sexes. 
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Chlortetracycline and oxytetracycline are the agents most fre- 
quently responsible. The symptoms may be preceded by a pro- 
dromal stage or their onset may be sudden. The digestive 
syndrome is essentially one of vomiting and an extremely 
abundant diarrhea that is intractable. The state of the body fluids 
and the autonomic nervous system becomes extremely poor, 
and if untreated the condition is often fatal. Bacteriological 
studies have yielded the idea that the syndrome is caused by 
massive infection with antibiotic-resistant Micrococci (Staphylo- 
cocci). The source of these pathogens is not constant; it may be 
the intestinal tract itself or a superimposed infection. Their 
presence appears to be intimately connected with the disturb- 
ance in intestinal flora caused by the antibiotic. Proteus has 
often been isolated, but its pathogenic role cannot be verified. 
The name “pseudomembranous enterocolitis” does not seem 
suitable for the disease, because this entity is seen in other 
pathological conditions and is not necessarily always present in 
this one. Death in these patients is not due to septicemia or 
septicopyemia; rather the disturbances in the body fluids are the 
most important factor and are similar to those seen in cases 
of toxicosis in infants. Some workers have postulated that a 
vitamin deficiency is at fault, but the hypothesis preferred by 
the authors is that of an intolerance reaction. Prophylaxis 
against enterocolitis caused by antibiotic therapy consists in not 
abusing these agents and in the associated administration of 
lactic ferments, the vitamin B complex, and a lactovegetarian 
diet supplemented by lactose and yeast. The disease must be 
considered contagious. Treatment of the condition is sympto- 
matic, with fluid replacement and antishock measures. Infection 
should be combatted with erythromycin, sulfonamides, and anti- 
allergic medicaments such as cortisone and corticotropin. 


Intramuscular Trypsin-in-Oil in Acute Thrombophlebitis, Dia- 
betic Cellulitis, and Leg Ulcer. I. Innerfield. Surgery 36:1090- 
1100 (Dec.) 1954 [St. Louis]. 


The trypsin-in-oil preparation, Parenzyme, is a suspension of 
crystalline trypsin in sesame oil. It was given intragluteally in 
doses of 0.5 cc. containing 2.5 mg. of trypsin. Injections were 
given every six hours, until there were unmistakable signs of 
clinical improvement. In order to exclude therapeutic variables 
all previous medication was terminated on commencing trypsin 
therapy. Innerfield reports observations on 90 patients. Fifty of 
the 55 patients with acute thrombophlebitis showed remarkable 
improvement, in that pain, edema, local heat, fever, and leuko- 
cytosis subsided, and there was a fall in the sedimentation rate 
within a few hours after trypsin treatment. Subsidence of pain, 
lessening of edema and redness, and improved mobility were 
obtained in 11 of the 13 patients with nongangrenous diabetic 
cellulitis. All four patients with gangrenous diabetic cellulitis 
showed improvement in the inflammatory component after the 
first few intramuscular trypsin injections. Three of the four pa- 
tients with superficial gangrene made satisfactory progress with- 
out surgical intervention. In the fourth, a patient with widely 
disseminated areas of wet gangrene plus superimposed infection, 
the line of demarcation did not extend while intramuscular 
trypsin administration was continued and the accompanying in- 
fection quickly subsided. In 12 of 18 patients with leg ulcers 
the intramuscular injection of trypsin was followed by sub- 
sidence of acute inflammation, liquefaction of exudates, drying 
and crust formation, and development of healthy granulation 
tissue when crusts were removed. The author concludes that in 
comparison with anticoagulant treatment of thrombophlebitis, 
intramuscular trypsin is safer, more effective, and more economi- 
cal. 


Modern Treatment of Severe Tetanus. E. Rossi, A. Bodmer, 
M. Bettex and K. Graf. Helvet. paediat. acta 9:425-436 (Nov.) 
1954 (In German) [Basel, Switzerland]. 


Modern methods of treatment were used in two cases of 
severe tetanus in a 5-year-old boy and in a 13-year-old girl who 
were admitted to the pediatric clinic of the university in Ziirich, 
Switzerland. On the fifth day of the usual treatment the boy’s 
condition seemed to be hopeless because of increased tonic con- 
vulsions and high temperature. Artificial hibernation then was 
practiced. A mixture of a proprietary preparation of meperidine 
(Dolosal) hydrochloride, chlorpromazine (Largactil) (10-[y-di- 
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methylaminopropyl]-2-chlorophenothiazine hydrochloride) and 
Phenergan (10-[2-dimethylamino-1-propyl] phenothiazine) was 
administered and was combined with physical cooling of the 
patient’s body with bottles and rubber bags filled with ice and 
with artificial reduction of the room temperature with the aid 
of a “frigidaire apparatus.” This treatment was continued for 
10 days and was gradually withdrawn in the course of the next 
6 days. It contributed considerably to the recovery of the boy. 
Artificial hibernation combined with complete curarization and 
the use of a respirator was practiced in the girl after tracheotomy 
and intubation. Tubocurarine chloride was given every five to 
15 minutes on the first day and later twice every hour for four 
weeks. The total dose administered was 4.33 gm. There were no 
undesirable side-effects, but there was complete relaxation, and 
even mild spasms were almost completely absent. The risk of 
respiratory paresis was negligible because of the artificial respira- 
tion. The respirator was withdrawn only after four weeks. Thus 
insufficient respiration and acidosis were prevented. Complete 
recovery resulted. 


PATHOLOGY 


Clinical Use of Urinary Uropepsin Determination in Medicine 
and Surgery. S. J. Gray, C. G. Ramsey and R. W. Reifenstein. 
New England J. Med. 251:835-843 (Nov. 18) 1954 [Boston]. 


Measurement of the excretion of pepsinogen in the urine 
(uropepsin) has been recommended as a quantitative test for 
gastric secretory function. Gray and associates determined uro- 


-- pepsin: excretion in the following groups: 120 normal subjects 


and patients without demonstrable gastrointestinal disease, 193 
patients with active and inactive duodenal ulcer, 68 patients 
with gastric ulcer, 53 patients with gastric cancer, 26 patients 
who had undergone subtotal gastric resection, 10 patients after 
total gastrectomy, 26 patients after vagectomy, and 70 patients 
with pernicious anemia. The response to hormone stimulation 
was measured in 80 subjects, and the uropepsin excretion was 
evaluated in the following endocrine states: adrenal cortical 
hypofunction (Addison’s disease), hypopituitarism, adrenal cor- 
tical hyperfunction (Cushing’s disease), adrenogenital syndrome, 
myxedema, and hyperthyroidism. In all cases three or more 
24-hour specimens, collected under controlled conditions, were 
analyzed to establish the mean output. It was found that a high 
uropepsin output accompanied peptic ulcer, adrenal and pituitary 
hyperactivity (Cushing’s disease) and states of acute and chronic 
stress, and occurred in patients receiving corticotropin or corti- 
sone therapy. Low or absent levels characterized pernicious 
anemia, adrenal and pituitary hypofunction (Addison’s disease 
and panhypopituitarism), myxedema, total gastrectomy, and a 
majority of cases of gastric carcinoma. In the presence of an 
ulcerating gastric lesion a uropepsin excretion of 1,500 units or 
less suggests cancer, and a high level above 4,000 units favors, 
but does not prove, a benign lesion. The uropepsin excretion is 
not suitable as a screening test for gastric cancer, since only 61% 
of patients with cancer excreted less than 1,500 units. The level 
of uropepsin may help in differentiating duodenal ulcer from 
esophageal varices as a cause of massive gastrointestinal hemor- 
rhage. The measurement of uropepsin is convenient for evalu- 
ating gastric secretion in the patient after gastrectomy; it avoids 
the necessity of intubation. High levels in these patients suggest 
marginal ulcer. Vagotomy does not alter the uropepsin excretion 
or the uropepsin response to adrenal cortical stimulation. The 
close relation between the increase in uropepsin excretion and 
urinary corticoids during adrenal stimulation and hormone 
therapy suggests the possibility of using the uropepsin output as 
an index of adrenal responsiveness. The exceedingly low levels 
of uropepsin in patients with adrenal cortical hypofunction and 
panhypopituitarism and the high value in patients with adrenal 
and pituitary hyperactivity, paralleled by similar patterns of 
urinary corticoid excretion, emphasize the significance of adrenal 
cortical activity in uropepsin excretion. The development of 
epigastric pain, reactivation or production of peptic ulcer, with 
hemorrhage or perforation, that follows the administration of 
corticotropin and cortisone is invariably accompanied by a con- 
siderable increase in gastric secretion of acid and pepsin and 
excretion of uropepsin. An elevated uropepsin level during pro- 
longed hormone therapy may antedate these complications and 
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is of value in the management of these patients. Acute and 
chronic stress stimulates the stomach and increases uropepsin 
excretion by way of a humoral mechanism involving the hypo- 
thalamic-pituitary-adrenal-gastric axis that is independent of the 
vagus nerve or the gastric antrum. 


Renal Disease in Hyperparathyroidism. A. D. Morgan and N. F. 
Maclagan. Am. J. Path. 30:1141-1168 (Nov.-Dec.) 1954 [Ann 
Arbor, Mich.]. 


The interrelation of renal disease, hyperparathyroidism, and 
generalized osteitis fibrosa is still imperfectly understood. The 
present paper records three examples of different types of hyper- 
parathyroidism, each associated with organic and functional 
renal changes: (1) secondary to chronic pyelonephritis, producing 
an extreme degree of osteitis fibrosa; (2) secondary to chronic 
pyelonephritis, producing, besides osteitis fibrosa, severe meta- 
static calcification; and (3) a primary parathyroid adenoma, with 
secondary bony and renal changes. The clinical aspects, the 
autopsy findings, and the results of histological examinations are 
presented. There may be considerable difficulty in distinguishing 
between chronic renal disease, causing secondary hyperpara- 
thyroidism, and primary hyperparathyroidism, causing secondary 
renal disease. The distinction is an important one, since primary 
adenomas usually call for surgical removal. The authors discuss 
criteria for distinguishing secondary hyperparathyroidism from 
primary hyperparathyroidism causing renal disease in the light 
of their own experience and of published cases. With regard to 
biochemical tests, they point out that a very high serum calcium 
value (above 15 mg. per 100 ml.) or a high serum calcium value 
with low serum phosphate suggests primary hyperparathyroid- 
ism. In the secondary type the levels are reversed, the phosphate 
being high and the calcium low in the early stages, though the 
calcium may rise later to normal or above, while the hyper- 
phosphatemia is sustained. The macroscopic and microscopic 
appearances of a primary parathyroid adenoma do not differ 
sharply from some forms of secondary hyperplasia. Likewise 
the gross and microscopic findings in the kidneys do not differ 
greatly in the two diseases. Renal fibrosis in primary hyper- 
parathyroidism is probably secondary to metastatic calcification. 
Renal fibrosis in secondary hyperparathyroidism generally is not 
due to glomerulonephritis. It is sometimes due to congenital 
causes, but the picture is confused by secondary calcinosis. 
While metastatic calcification is associated with a high calcium x 
phosphate product in the serum, this condition of the serum is 
not invariably associated with metastatic calcification, and it is 
likely that it must exist for a considerable period before cal- 
cification ensues. In addition, the state of acid-base balance may 
well be of significance. While calcification can occur both with 
acidosis and with alkalosis, the well-known effect of acidosis in 
increasing the ionization of calcium salts and also the solubility 
of calcium phosphate need consideration. From existing infor- 
mation it is impossible to predict whether acidosis per se would 
favor calcification or not. 


Salmonella in Fresh and Smoked Pork Sausage. M. M. Galton, 
W. D. Lowery and A. V. Hardy. J. Infect. Dis. 95:232-235 
(Nov.-Dec.) 1954 [Chicago]. 


Two hundred seventeen samples of fresh pork sausage were 
examined for salmonellas and 51 (23%) were positive. The 
proportion positive varied according to the source of the speci- 
men from a high of 57.5% for the products of local-abattoirs 
to the low of 7.5% for the samples from national distributors. 
There were 127 examinations of smoked sausage, and 16 (12.5%) 
were positive for salmonellas. The proportions positive varied 
as for the fresh sausage. It was highest for the products from 
local abattoirs (40.9%), followed by those from local markets 
(14.4%) and regional abattoirs (10.3%). None of the 49 samples 
of smoked sausage from national distributors was positive for 
salmonellas. 


Salmonella in Swine, Cattle and Environment of Abattoirs. 
M. M. Galton, W. V. Smith, H. B. McElrath and A. B. Hardy. 
J. Infect. Dis. 95:236-245 (Nov.-Dec.) 1954 [Chicago]. 


The frequent laboratory isolation of salmonellas from pork 
sausage offered for sale in retail stores led to an investigation 
of the prevalence of salmonellosis in animals and of salmonellas 
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in the environment of abattoirs. Beginning in late 1950 and 
continuing throughout a two year period, repeated bacterio- 
logical surveys were performed in several abattoirs. Through 
the cooperation of the Florida Livestock Sanitary Board, anal 
swabs were taken on live hogs on farms as the animals were 
being restrained for hog cholera vaccinations. In all, 374 animals 
from 28 farms were examined by the culture method, and 27 
(7.2%) were positive for Salmonellas. The mixing of animals in 
sales barns, in trucks, and in holding pens at abattoirs provided 
opportunities for the spread of Salmonella infections. Cultures 
were taken in the holding pens on 100 live hogs and 25 were 
positive. for Samonellas. It was impracticable to follow the 
same hogs to the killing floor for reexamination. However, on 
the same days about the same number of animals from the same 
lots were examined on the killing floor. Here, of 98 tested, 50 
cultures were found positive. The higher prevalence of salmonel- 
losis discovered by postmortem swabs may indicate only the 
greater reliability of cultures with a generous fecal inoculum 
as compared with the premortem examinations with a scant 
inoculum. The 2,566 Salmonella cultures isolated in the different 
investigations represent 38 serologic types. Multiple Salmonella 
types were encountered frequently, as evidenced by the 2,566 
isolations from 2,184 positive specimens. The proportion of hogs 
in abattoirs found positive for Salmonella by rectal swab cul- 
tures was unexpectedly high. Comparative cecal swabs therefore 
were collected through a seared sterile surface. These yielded a 
markedly higher proportion of positive cultures than the rectal 
swabs from the same animals. Thus a high proportion of hogs 
reaching the killing floor in abattoirs harbored Salmonellas in 
the enteric tract. It is of minor importance practically whether 
the true proportion of hogs infected with Salmonella at the time 
of slaughter is 25, 50, or virtually 100%. The evidence calling 
for attention is that there are numerous sources for the spread 
of Salmonella to edible meat products. There is a close similarity 
in types of Salmonella found in man and swine. Of the 12 com- 
monest types found in man, 9 were among the 12 commonest 
types in swine. This similarity suggests either common sources 
or dissemination from the animal to human host (or, less likely, 
spread in the opposite direction). The authors conclude that 
public health authorities should be concerned with the bacterio- 
logical quality of meat products. Some of the methods in the 
control of the cleanliness, sanitation, and safety of dairy products 
could with advantage be adapted for the sanitary quality of 
meat products. 


Statistical Comparison of the Blood Lysozyme Activity of Nor- 
mal Adults and Patients with Localized and Generalized Car- 
cinomatosis. S. J. Fogelson and O. E. Lobstein. Am. J. Digest. 
Dis. 21:324-326 (Nov.) 1954 [Fort Wayne, Ind.]. 


The blood lysozyme activity was determined in 35 unselected 
patients with localized and/or generalized carcinomatosis. The 
mean activity in this group was 9.26 mcg. of lysozyme per 
milliliter of whole blood, with a standard deviation of 4.18 
(45%) and a standard error of 0.706. The blood lysozyme 
activity in a control group of 77 persons was reported previ- 
ously by the same authors to be 544 mcg. of lysozyme per 
milliliter of whole blood, with a standard deviation of 2.05 
(36.6%) and a standard error @f 0.234. These results are in- 
terpreted as statistically significant but not diagnostically or 
clinically ‘so. Attention is drawn to the fact that none of the 
35 patients with cancer had less than 4 mcg. of lysozyme per 
milliliter of blood and none of the normal persons had over 12 
mcg. per milliliter. It is hoped that this study will be repeated 
on larger series of patients. 


Esophageal Varices in Non-Cirrhotic Patients: Esophagoscopic 
Study. E. D. Palmer and I. B. Brick. Am. J. Med. 17:641-644 
(Nov.) 1954 [New York]. 


Sixty-two patients with various histologically proved liver dis- 
eases other than cirrhosis and without clinical suspicion of portal 
vein disease were examined esophagoscopically. Varices were 
found in 4 of 7 patients with chronic heart failure, in 8 of 14 
with active virus hepatitis, in 1 of 2 with hemolytic icterus, in 
1 of 2 with amebic hepatitis, and in 8 of 24 with simple portal 
fibrosis. Varices were not found in 9 patients with fatty livers 
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or in 4 with hepatic sarcoidosis. This evidence suggests that the 
native portacaval shunts across the gastroesophageal junction 
are more readily available to the portal system than was previ- 
ously supposed. In postmortem examination these vessels appear 
to be so small as to require prolonged portal pressure before 
becoming varices, but in this esophagoscopic study varices were 
encountered as early as seven days after the onset of acute 
hepatitis. Hemorrhage from esophageal varices must be con- 
sidered a rare complication of chronic heart failure. In the patient 
with hemolytic anemia and associated varices, biopsy of the 
liver showed only hemosiderosis. Important information on the 
natural history of esophageal varices can be gained from 
esophagoscopic study of large series of patients with acute 
hepatitic processes. 


Nutritional Liver Disease Due to Impaired Absorption. A. 
Arends, H. O. Nieweg and J. Engelhardt. Acta med. scandinav. 
150:163-168 (No. 3) 1954 (In English) [Stockholm, Sweden]. 


Liver disease can be caused by malabsorption of food as well 
as malnutrition. This fact is brought out in the case histories of 
11 patients with various gastrointestinal conditions (ulcerative 
colitis, virus diarrhea, extensive resection of the small intestine, 
cystic fibrosis of the pancreas, celiac disease, nontropical sprue, 
and lipophagia granulomatosis [Whipple’s disease]). Steatorrhea 
was observed during life in nine patients. Autopsy was per- 
formed in each of the 10 patients who died; the feature common 
to them all was damage of the liver parenchyma. The different 
types of lesions seen were fatty degeneration, fatty degeneration 
with cirrhosis, diffuse cirrhosis, acute necrosis, and healed acute 
necrosis (postnecrotic scarring or nodular cirrhosis). The sur- 
viving patient improved markedly from the clinical standpoint as 
the result of 30 days’ treatment with 2 gm. of methionine and 
2 gm. of choline daily by slow intr-venous infusion. Her fat ab- 
sorption coefficient rose from 48 to 80% during this period. It 
is postulated that in nine of the patients there was a deficiency 
of the lipotropic factor or factors. In some instances disturbances 
were found indicating a deficiency of the sulfur-containing amino 
acids or possibly vitamin E. 


RADIOLOGY 


Studies on the Excretion of Chloride by Man with and Without 
Congestive Heart Failure, Using Long-Life Radiochloride, Cl**. 
C. T. Ray, S. A. Threefoot and G. E. Burch. J. Lab. and Clin. 
Med. 44:663-701 (Nov.) 1954 [St. Louis]. 


The long-life radiochloride, Cl°*, was used to investigate the 
biological decay rates of chloride in man with and without con- 
gestive heart failure in order to investigate aspects of the ex- 
cretion of chloride not amenable to investigation with the short- 
life isotope, Cl*. Analysis of the data includes correlation of 
the excretion and clearance rates for Cl®*, Cl®5, sodium, potas- 
sium, and water over long periods of time for the normal, 
physiological state; variations in dietary intake of certain electro- 
lytes; variations in the state of congestive heart failure; and 
therapeutic procedures used in the treatment of congestive heart 
failure, as well as other factors. The excretion patterns of Cl*® 
were studied in six subjects immediately after and for prolonged 
periods (30 to 70 days) after a single rapid intravenous ad- 
ministration of 50uc of the tracer. The concentration of Cl*5, 
sodium, and potassium was determined in the serum, urine, and 
other biological fluids, and the volume of urinary output re- 
corded. The stools were assayed only for Cl®® excretion. From 
95 to 99% of the injected tracer was recovered from the three 
subiects who were studied for 70 days. This is significant in the 
determination of the quantity of radiation to the tissues of man 
from Cl°¢, Furthermore, this shows that no significant amount 
of Cl°* is “permanently” bound in compartments that fail to 
communicate with the exchanging compartments and subject to 
the excretory action of the kidneys, because most of the re- 
covered chloride was in the urine. The patterns of daily excretion 
of Cl°* indicated that variations in excretion of chloride may 
be produced by changes in the intake of the electrolyte, and 
administration of sodium bicarbonate, mercurial diuretics, and 
other drugs, or changes in the physiological state. It was noted 
that the subjects with congestive heart failure showed a greater 
excretion of chloride after mercurial diuretics and maintained 
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this increased rate of excretion longer than the control subjects 
who showed a “rebound” retention of Cl®5 and Cl°* the day 
after the administration of the diuretic. On both low and high 
chloride diets, the control subjects excreted more chloride than 
the subjects with congestive heart failure, except during periods 
when the latter subjects were in the process of compensation or 
massive diuresis. The hourly variations after the administration 
of 7.5 gm. of sodium chloride indicated that the subjects with 
congestive heart failure were not able to excrete administered 
salt as readily as the control subjects. This observation and the 
relationship noted to exist for the immediate excretion of Cl*® 
and body weight suggest the possibility of the development of 
electrolyte excretory function tests as indicators of cardiorenal 
function in congestive heart failure. Finally, it is quite obvious 
that many aspects of Cl®5 metabolism already known have been 
verified or elucidated through these studies of Cl°* metabolism. 
Because of the ease with which Cl** measurements can be made 
in biological fluids, it was possible in these studies to make 
many and frequent measurements of Cl®* in red blood cells, 
serum, pleural fluid, stools, sputum, and sweat. 


ANESTHESIA 


Hyaluronidase with Local Anesthesia in Anorectal Surgery. 
H. C. Schneider. Am. J. Surg. 88:703-706 (Nov.) 1954 [New 
York]. 


Schneider feels that for surgical interventions on the anus 
and lower rectum local anesthesia by perianal infiltration is 
probably the safest. He describes a new technique in which the 
spreading action of hyaluronidase is used to facilitate infiltra- 
tion of the perianal tissues with the anesthetic solution. The 
anesthetic solution is prepared by dissolving 300 TR (turbidity 
reducing) units of hyaluronidase in 50 cc. of 1% procaine with 
0.5 cc. of epinephrine hydrochloride solution, 1:1,000. Recently, 
a 1% procaine-nordefrin hydrochloride mixture has been used 
in order to minimize the hypertensive effect that the epinephrine 
solution caused in some instances. About 18 to 25 cc. of the 
anesthetic-hyaluronidase-epinephrine solution was sufficient for 
each operation. Multiple needle punctures disturb most patients. 
The idea of curving the needle to form a semicircle promised 
to solve the problem of injecting the anesthetic for anorectal 
operations. With a needle of this shape the anesthetic solution 
could be introduced satisfactorily into the involved area, and 
the patient would be spared the discomfort and the additional 
risk of injection entailed by numerous perforations of the skin. 
The author used this technique of local anesthesia in 357 ano- 
rectal operations. Relaxation of the sphincter was almost in- 
stantaneous. Analgesia equaled the results obtained with other 
methods of anesthesia. Postoperative discomfort was minimal. 
There was little or no distortion of tissues from the anesthetic 
solution, and only one abscess was noted in the series. Where 
perianal edema preexisted, the edema rapidly disappeared after 
infiltration with the solution. 


Hypotensive Spinal Anesthesia: Respiratory, Metabolic, Hepatic, 
Renal and Cerebral Effects. N. M. Greene, J. P. Bunker, W. S. 
Kerr and others. Ann. Surg. 140:641-651 (Nov.) 1954 [Phila- 
delphia]. 


The present study was undertaken to determine whether there 
are any permanent ill-effects connected with hypotensive spinal 
anesthesia. Sixty-seven patients who had undergone major opera- 
tions were followed up; hypotension had been induced in them 
by total subarachnoid sympathetic block. It was found that there 
was no significant disturbance of pulmonary ventilation, blood 
concentration of cellular metabolites, or acid-base balance. The 
postoperative disturbances of liver function after this technique 
were no greater than those after similar operations with con- 
ventional techniques. Prolonged depression of the renal func- 
tion was observed in one patient. The demonstration of mental 
impairment in 5 out of 24 patients is alarming, but preliminary 
control studies suggest that this may be related to the magni- 
tude of the over-all surgical experience rather than to hypoten- 
sion itself. It still remains to be seen how much the hypotensive 
techniques add to the success of the surgical performance and 
how much they decrease the margin of safety. Until this is known 
these techniques should be used with caution. 
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BOOK REVIEWS 


Legg-Calvé-Perthes Syndrome and Related Osteochondroses of Youth. 
By Charles Weer Goff, M.D., Assistant Clinical Professor of Orthopaedic 
Surgery, Yale University School of Medicine, New Haven. In association 
with Ned M. Shutkin, M.D., and Myerma R. Hersey, M.S. Cloth. $10.75. 
Pp. 332, with 124 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto, 
2B, Canada, 1954, 


This book was read with great interest because the cause and 
treatment of the osteochondroses have been a matter of much 
discussion. The historic aspects of the disease are well told. The 
author should be commended for the excellent research he has 
done and the extensive bibliography that accompanies this 
monograph. His views are probably those accepted by most but 
not all orthopedists. This is particularly true of the long period 
of recumbency imposed on patients with involvement of the hip. 
The author’s reasoning is good but, on the other hand, keeping 
the child hospitalized for a long time does create psychological 
and sociologic problems. The author takes cognizance of this 
in describing how the children are handled during this long 
hospital stay. The book is confusing in many ways in that the 
author refers to the anthropometric measurements of the growth 
charts in such a way that these are difficult to follow. No mention 
is made of the fact that vertebra plana, Calvé-Perthes disease, 
has been shown in a great many instances to be due to eosino- 
philic granuloma. This book should be a valuable addition to 
the library of the orthopedist but is not recommended as routine 
reading for medical students or early resident trainees. 


Recent Progress in Hormone Research: The Proceedings of the Lau- 
rentian Hormone Conference. Volume X. Edited by Gregory Pincus. 
Committee on Arrangements: R. W. Bates, and others. Cloth. $9.80. Pp. 
511, with illustrations. Academic Press, Inc., 125 E. 23rd St., New York 
10, 1954, 


The previous volume in this series, also issued in 1954, is the 
report of a special interim meeting held in Shrewsbury, Mass., 
and concerns itself, as its subtitle indicates, with methods of 
steroid determination in blood and urine. The present volume 
is the published report of the proceedings of a meeting that 
took place in September, 1953, at Mont Tremblant, Quebec. 
The papers, with their accompanying discussions, constitute a 
well-balanced selection from among recent chemical, physio- 
logical, and clinical investigations in hormonal research. Gross 
and Pitt-Rivers discuss some of the experimental evidence bear- 
ing on the role of triiodothyronine in thyroid physiology, and 
experiments designed to determine the mechanism of action of 
the thyroid hormone at the cellular level are described by Lardy 
and Maley. In two other papers the chemistry of insulin and 
corticotropin are considered. In the clinical field, several prob- 
lems relating to human ovarian function and pregnancy are 
analyzed by Zondek in terms of a recently developed test using 
the fern-like pattern produced by mucus on drying. Placental 
function tests are also included in this discussion. Clinical studies 
describing the effect of corticotropin (ACTH), desoxycorti- 
costerone (DOCA) acetate, and cortisone on electrolyte and 
fluid metabolism are presented by Luft and others. Conn and 
his colleagues demonstrated in four persons that the metabolic 
effects produced by corticotropin were qualitatively different 
from those produced by stress. Other papers deal with nervous 
system and hormone interrelationships and the role of hormones 
in blood and blood-forming organs. New concepts about com- 
parative endocrinology were introduced to those attending the 
conference by including two papers that deal with invertebrate 
endocrinology. Three of the 14 papers were presented by foreign 
observers, an aspect of the program for which the committee 
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on arrangements should be commended. The value of books 
of this kind would be greatly enhanced if they could be published 
more promptly after the conclusion of the meeting. 


How to Get Along with Children: A More Excellent Way for Parents, 
Teachers, Youth Counselors, and All Who Work with Young People. 
By Frank Howard Richardson, M.D., F.A.C.P., F.A.A.P. Cloth. $2.95. 
Pp. 172. Tupper & Love, Inc., 1090 Capitol Ave., P. O. Box 5109, 
Atlanta 2, Ga., 1954, 


This book is directed primarily to parents and consists of a 
series of brief answers to pertinent questions on every phase of 
child rearing. It is divided into chapters on infancy, preschool 
age, school age, and adolescence. The author wisely stresses the 
fact that in order to be a successful parent it is necessary to like 
children as well as to love them. A minor misstatement occurs 
on page 60, on which the author equates acne (pimples) with 
comedones (blackheads). On the whole his approach to each 
problem is sound, and were the methods he advocates to be 
widely applied the long-awaited millennium would be prac- 
tically here. The book can be highly recommended as a guide 
to parents. 


Maxillofacial Anatomy with Practical Applications. By Harry H. 
Shapiro, D.M.D., Assistant Professor of Anatomy, College of Physicians 
and Surgeons, Columbia University, New York. Cloth. $12. Pp. 392, 
with 314 illustrations. J. B. Lippincott Company, 227-231 S. Sixth St., 
Philadelphia 5; 2083 Guy St., Montreal, Canada; British agent—Sir Isaac 
Pitman & Sons, Ltd., 39 Parker St., London, W.C.2, England, 1954. 


This book appears to be, for the most part, a rearrangement 
and expansion by the author of his second edition of “Applied 
Anatomy of the Head and Neck.” By the new arrangement of 
chapter contents and the addition of new illustrations, the quality 
of the book has been improved. Emphasis has been placed on 
the correlation of the principles of structure and the practical 
applications of these principles. The chapters on osteology and 
dentition have been enriched, without becoming burdensome, 
by the inclusion of additional illustrations and descriptions of 
certain applied techniques. The new chapter on encephalographic 
determinations and the expansion of the chapter dealing with 
roentgenologic anatomy are valuable assets to a book of this 
type. In general this is a well-balanced text that should find 
wide and favorable acceptance by students and practitioners of 
dentistry and medicine. 


Stellate Ganglion Block: Techniques—Indications—Uses. By Daniel C, 
Moore, M.D., Director, Department of Anesthesiology, Mason Clinic, 
Seattle. Cloth. $10.50. Pp. 280, with 101 illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto, 2B, Canada, 1954. 


This extensive monograph by an anesthesiologist presents the 
viewpoint of that specialty exclusively. It is intended to serve as 
a guide and reference work to others in this and closely allied 
fields who are interested in using stellate ganglion block. The 
book presents the clinical viewpoint concerning nerve blocking. 
First there is a well-illustrated, concisely written chapter on the 
anatomy of the nerve pathway under discussion, then an abbrevi- 
ated and incomplete portion designated as physiology, followed 
by a more extensive discussion of drugs, materials, and equip- 
ment. The second part is devoted to techniques and complica- 
tions. The author describes the methods he prefers and saves 
for the appendix techniques described by others. In the third 
part the clinical indications and uses of stellate ganglion block 
are discussed. This nerve block has not had wide application 
during the relatively short time it has been a clinical tool in the 
United States, and consequently its value is not established by 
extensive observation or accumulated experience. The author 
recognizes this and warns that the material presented is often 
based on meager evidence. He has collected such material as is 
available, including his own experience and suggested on this 
basis all possible conditions involving the sympathetic nervous 
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system in which the block might be considered in diagnosis, 
prognosis, or therapy. No claim for the positive effectiveness of 
such therapy is definitely established. The printing, format, and 
most of the illustrations are excellent. References follow each 
part of the book and include most of those on the clinical aspects 
of the subject. This useful volume should serve as the best refer- 
ence work for those interested in nerve blocking, particularly 
the limited area of the stellate ganglion. 


Tuberculostatica und moderne Tuberkulosebehandlung. Von Dr. med. 
E. R. Mordasini. Cloth. 32 Swiss francs. Pp. 307, with 100 illustrations. 
Benno Schwabe & Co., Klosterberg 27, Basel 10, Switzerland; in U.S. A. 
and Canada: Intercontinental Medical Book Corporation, New York 16, 
1954. 


This excellent up-to-date monograph consists of two sections. 
The first presents the individual agents, their pharmacological 
properties, the mode of action and methods of use, and dosage, 
and the second considers the therapeutic significance of the in- 
dividual agents, the indications insofar as the general and special 
uses for treatment of the various forms and localizations of 
tuberculosis are concerned. Numerous roentgenograms and 
tables illustrate the text. The significance of the new agents for 
the development of tuberculosis therapy in recent years is illus- 
trated, and reference to the important literature is presented. 
Because the problems of tuberculosis therapy are complex and 
difficult, this authoritative monograph should prove valuable to 
the physician, internist, surgeon, and phthisiologist. The enthusi- 
asm for a rapid and definite cure aroused by streptomycin soon 
proved to be too optimistic. The therapeutic effect of any agent 
is determined by its action on the invader and the host on the 
one hand and the character of the tissue lesion on the other. The 
introduction of p-aminosalicylic acid, amithiozone, and isoniazid 
did not produce anything new in principle. This monograph can 
bring to those conversant with German a complete report of 
the latest developments, including bibliographic references, of 
a modern medical drama unraveled during the past decade. The 
German is simple and readable, without the usual involvement 
in terminology. 


Maladies des os et des articulations. Par Stanislas de Séze, professeur 
agrégé A la Faculté de médecine de Paris, et Antoine Ryckewaert, méde- 
cin-assistant des hépitaux de Paris. Collection médico-chirurgicale a 
révision annuelle. Directeur général: Pasteur Vallery-Radot. Secrétaire 
général: Jean Hamburger. Loose-leaf. Cloth. Pp. 1218, with 391 illustra- 
tions. Editions médicales Flammarion, 22 rue de Vaugirard, Paris Vle, 
France, 1954. 


The wide scope of material spanned by this volume includes 
the entire field of diseases of bones and articulations. The ma- 
terial is divided into three main parts that discuss diseases of 
bones, diseases of articulations, and juxta-articular lesions. The 
authors commence with a brief outline of the histology of bones, 
ossification, and resorption processes, and proceed to describe 
basic anatomic changes encountered in osteoporosis, osteo- 
sclerosis, osteoclastic resorption, osteonecrosis, and osteolysis. 
Bone diseases are then classified. The succeeding chapters deal 
with osteitis and diseases of genotypic origin, such as fragilitas 
ossium, achondroplasia, osteopathies caused by metal poison- 
ing, endocrine osteopathies, senile osteoporosis, deficiency 
lesions, osteopathies due to lesions of the hemopoietic system, 
post-traumatic lesions, renal osteodystrophy, secondary hyper- 
trophic osteoarthropathy, aseptic necrosis of the bone, bone 
tumors, and pathological conditions of unknown origin. The 
presentation of each subject includes pathogenesis, pathological 
anatomy, etiology, symptoms, radiological findings, evolution, 
prognosis, and therapy. A brief bibliography is appended to 
each chapter. A few shortcomings detract but little from the 
value of this monumental work. The therapy is described in 
general outlines, without technical details. The discussion of 
treatment of metastases of cancer of the breast mentions ad- 
ministration of androgens and excision or irradiation of the 
gonads but omits the use of estrogenic substances. The list of 
bibliographic references is not comprehensive enough for such 
voluminous text and is confined nearly exclusively to French 
literature. While the loose-leaf arrangement is suitable for the 
bulky reference book a more attractive and practical binding 
than a canvas cover should enclose such a literary gem. The 
book is a veritable encyclopedia of the current knowledge of 
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bone and joint diseases. The material is well organized, clearly 
and concisely presented, attractively printed on good paper, and 
adequately indexed. The pleasant, readable style of writing en- 
hances the value of the book. Abundant and well-selected 
schematic drawings, roentgenograms, photographs, and photo- 
micrographs clarify the text. 


The Vitamins: Chemistry, Physiology, Pathology. Volume III. Edited 
by W. H. Sebrell, Jr., Director, National Institutes of Health, Bethesda, 
Md., and Robert S. Harris, Professor of Biochemistry of Nutrition, 
Massachusetts Institute of Technology, Cambridge, Mass. Cloth. $15. Pp. 
665, with illustrations. Academic Press, Inc., 125 E. 23rd St., New York 
10, 1954, 


This book provides the concluding chapters of an extensive 
review of the scientific literature on vitamins and other dietary 
factors presented by 23 contributors, including the editors. The 
titles of the eleven chapters contained in the first two volumes 
are listed after the contents of the third volume, which includes 
chapters on p-aminobenzoic acid, folic acid, pyridoxine and re- 
lated compounds, riboflavin, thiamine, the tocopherols, and 
new and unidentified growth factors. The nomenclature for each 
of the identified substances is presented along with compre- 
hensive discussions that deal chiefly with chemistry, physiology, 
and results of deficiency in plants, animals, and man. References 
to sources of information are indicated throughout the text. 
Author and subject indexes appear at the end. The typography, 
binding, and cover color are the same as for the previous 
volumes of the series. The book should be useful chiefly as a 
reference, in conjunction with the first two members of the 
series, for those with special interest in the basic science aspects 
of the vitamins. 


Selected Papers of Dr. Frank N. Wilson. Edited by Dr. Franklin D. 
Johnston and Dr. Eugene Lepeschkin. Cloth. $10. Pp. 1090, with illustra- 
tions. Heart Station, University Hospital, Ann Arbor, Michigan; J. W. 
Edwards, 1745 S. State St., Ann Arbor, 1954. 


Dr. Wilson had hoped to collect the most important of his 
papers on cardiology in a single volume, but his death in 1952 
prevented this. The editors have listed all his published works 
including about 30 papers that came out of his laboratory but 
do not bear his name as co-author, and they have published 
about a third of the total number. Each paper is followed by 
a brief comment from an authority on the subject. The articles 
published are grouped in sections on (1) the history of electro- 
cardiography, (2) the theory of electrocardiographic leads, (3) 
the origin of the ejectrocardiogram, (4) the T wave and the 
ventricular gradient, (5) the ventricular complex in myocardial 
infarction, (6) bundle branch block, (7) anomalous auriculo- 
ventricular excitation, and (8) cardiac arrhythmias. There is no 
index. 


Lehrbuch der Tuberkulose des Kindes und des Jugendlichen. Von Prof. 
Dr. med. Werner Catel, Direktor der Universitats-Kinderklinik Kiel. Sec- 
ond edition. Cloth. $15.70; 66 marks. Pp. 501, with 148 illustrations. 
Georg Thieme, Herdweg 63, (14a) Stuttgart, Germany; [American agent— 
Grune & Stratton, Inc., 381 Fourth Ave., New York 16], 1954. 


This new edition is a complete revision and is the fruit of 
years of clinical and experimental studies by the author in the 
field of tuberculosis in children and adolescents. It should serve 
as a reliable text of diagnosis, differential diagnosis, and therapy 
for the student, practicing physician, pediatrician, and pul- 
monary specialist. The author presents clinical observations on 
the important anatomic details of the respiratory tract and the 
skeletal system and on the respiratory, physiological, and im- 
munobiological mechanisms operative in patients with this 
disease. The first edition proved sufficiently valuable to warrant 
a Spanish translation. The author considers the world literature 
in his interpretations. The book deals with anatomic and physio- 
logical considerations, the tubercle bacillus, the primary complex 
and its complications, apneumatosis, epituberculosis, circum- 
script primary pleurisy, tuberculous allergy, tuberculosis of the 
various body systems, activity, constitution, miliary tuberculosis, 
generalized tuberculosis, tertiary stage, roentgenologic findings, 
disposition and exposition prophylaxis, active protective vac- 
cination, general and specific therapy, and surgical and ortho- 
pedic treatment. It is a well-rounded and well-illustrated text. 
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STREPTOMYCIN AND NON- 
TUBERCULOUS INFECTIONS 


To THE Epiror:—What is the opinion on the use of strepto- 
mycin and dihydrostreptomycin in the treatment of non- 
tuberculous infections? There are many commercial prepara- 
tions combining penicillin and streptomycin. Would there be 
any danger in administering streptomycin to a patient with a 
gram-negative infection, in view of the possibility that the 
patient might also be harboring a latent or undiagnosed tuber- 
culous infection? Would p-aminosalicylic acid be effective in 
retarding the emergence of resistance in a nontuberculous, 
gram-negative infection being treated with streptomycin? 

James J. Griffith, M.D., Norwalk, Conn. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—Undoubtedly streptomycin and dihydrostrepto- 
mycin are often prescribed for nontuberculous conditions with- 
out proper consideration being given to their choice. The ad- 
ministration of either of these antibiotics may result in the loss 
of hearing. If that should occur in an infant, the child might 
grow up as a deaf-mute. Contrary to the original reports, di- 
hydrostreptomycin is now considered more toxic than strepto- 
mycin and so more likely to affect the eighth cervical nerve. 
Penicillin and streptomycin have been said to be synergistic, 
which accounts for their being given in combination. Under the 
circumstances described it might be advisable to administer 
streptomycin even though laboratory proof of a tuberculous 
infection had not been established. p-Aminosalicylic acid would 
probably be of no value for the purpose suggested. 


ANSWER.—The administration of streptomycin for treatment 
of nontuberculous diseases should not have any deleterious 
effect on an unrecognized tuberculous infection. The tubercle 
bacilli would probably not become resistant to streptomycin 
unless treatment were continued for several months. Further- 
more, resistance probably would not result unless the tubercle 
bacilli were actually multiplying and the tuberculosis clinically 
active. p-Aminosalicylic acid is not effectivg against nontuber- 
culous infections and hence would not be effective in delaying 
streptomycin resistance. Sulfonamides might be effective in this 
regard if the organism in question were sensitive to both strepto- 
mycin and sulfonamides. The combination of streptomycin and 
penicillin constitutes an excellent “broad-spectrum” antibiotic 
for some infections, but whenever possible it is desirable to 
carry out in vitro tests of antibiotic sensitivity to aid in the 
choice of antibacterial drugs. 


ARGYRIA 

To THE Epiror:—/n a woman, four months pregnant, a severe 
argyria developed just prior to the time of conception and 
during the first two months of pregnancy from the continued 
use of a silver preparation as a nose drop. The patient has 
been receiving this medication for many years. What effect 
will argyria have on the developing fetus? 


M.D., New York. 





ANSWER.—Silver salts can pass the placental barrier. They 
have been detected in the first meconium of newborn infants and 
in fetal liver. The production of argyria in the adult depends on 
the amount of the silver salt that the patient takes. It is estimated 
that it requires more than 5 gm. of silver to cause the condition. 
Even when a sufficient amount of the drug has been taken, there 
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is a wide variation from person to person with respect to when 
the argyria appears. This may be a matter of months or a year 
or more. Nothing is known regarding what proportion of the 
silver received by the mother will pass the placental barrier. 
The inquirer failed to supply sufficient information to indicate 
how much silver was received by the mother. The silver salt 
ingested before the onset of pregnancy should have formed such 
an insoluble compound that it would not have any effect on a 
future embryo. Neither is there any way of knowing how much 
silver the patient received after she became pregnant, since it is 
not known how much she absorbed through her nasal mucous 
membrane. It is presumed that it was a very small amount. 
Therefore, it cannot be stated whether the nose drops taken 
during the early months of the pregnancy could produce clinical 
evidence of argyria. A compreiiensive review of the subject of 
argyria appears in “Argyria: The Pharmacology of Silver,” by 
W. R. Hill and D. M. Pillsbury (Baltimore, Williams & Wilkins 
Company, 1940). 


MACULA TESTING APPARATUS 


To THE Eprror:—Please comment on the use of the American 
Measuring Instruments Corporation macula-testing apparatus. 
Is the test entirely of a subjective nature? Is it understood by 
the patient? Is it correlated with other findings such as are 
obtained with 1:1,000 tangent screen or stereocampimeter? 


John V. Sullivan, M.D., Freeport, Ill. 


ANSWER.—The apparatus was described by Goldschmidt 
(Arch. Ophth. 44:129 [July]1950). When polarized light enters 
the eye the entoptic phenomena, Haidinger’s brushes, are seen. 
These consist of two rather bright spots bordered by two hyper- 
boles belonging together and appearing as bluish on a white 
background, and of somewhat darker brushes that are yellowish 
and fill the space between the bluish spots. The rotation of the 
polarized light causes the brushes to rotate also. They arise be- 
cause of the polarization power of Henle’s layer in the macula 
lutea. Goldschmidt described an apparatus for rotating a source 
of polarized light at optimum speed. He found that all persons 
with normal maculas and average mental capacity could recog- 
nize the phenomenon. The instrument has not been correlated, 
at least in the easily accessible literature, with stereocampimetry 
or with analysis of central function. Schmidt (Diagnostic Value 
of Foveal Entoptic Phenomena in Glaucoma, A. M. A. Arch 
Ophth. 52:583 [Oct.] 1954) discusses Haidinger’s brushes, but he 
did not use Goldschmidt’s apparatus. His analysis is of consider- 
able value. 


DIABETIC RETINITIS 


To THE Eprror:—A 60-year-old woman has diabetic retinitis. 
On a diabetic diet she is sugar free yet has a fasting blood 
sugar level of 190 mg. per 100 cc. Two ophthalmologists 
have trouble fitting her with glasses so she can read. 1 would 
appreciate your suggestions. What would you do about the 
blood sugar level, if anything? 

A. L. Henrichsen, M.D., Van Nuys, Calif. 


ANSWER.—The best possible control of diabetes appears to be 
indicated in the management of diabetic patients with retinop- 
athy. In spite of the fact that the urine remains sugar free, 
insulin therapy may be used advantageously. Any one of the 
long-acting or intermediate-acting insulins could be administered 
before breakfast, a safe starting dose being 12 units. A 24 hour 
estimation of the glucose excreted would be of greater value than 
the examination of a single specimen. Although many disagree 
in the use of rutin, it could be prescribed in large doses such 
as 1,000 mg. a day, and in addition the patient could receive 
vitamin C. 
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TOXICITY OF JEQUIRITY BEANS 

To THE Eprror:—Kindly send information on the treatment of 
children who chew Abrus precatorius seeds (crab-eye berries 
or jumble beads). Two children in the past year who have 
chewed the berries have been irrational; had tetany, flushing 
of the skin, and widely dilated pupils not reacting to light; 
and appeared to hallucinate (struck at things and mumbled 
incoherently). Neurological examination was normal except 
for the pupils. I used neostigmine (Prostigmin) and barbi- 
turates, and the children recovered, but 1 would like to know 
of any specific antidote. 

John M. Gunsolus, M.D., Stuart, Fla. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—The small, glossy seeds of Abrus precatorius Linn. 
(Fabaceae) are brilliantly scarlet except for a diagonal black 
marking about the hilum and pass under many common names, 
such as crab’s-eye beans and precatory seeds. Because of their 
highly ornamental nature, these seeds have been much used in 
the tropical and subtropical parts of the world for rosaries and 
decorative bead-work in general, especially in India and the 
West Indies. In southern United States this plant is grown as 
a screening vine and for its ornamental seeds. Surprisingly for 
an article of commerce over which there is apparently no con- 
trol, these small, bean-like seeds are violently poisonous; among 
other active principles they contain abrin, a highly toxic protein 
(a globulin). The toxicity of abrin is such that the lethal dose 
for animals is said to be about 0.01 mg. per kilogram of weight. 
As a consequence, one well-chewed seed is sufficient for the fatal 
poisoning of a human being, especially a child. The seeds have 
been used occasionally as a means of criminal poisoning, espe- 
cially in India. In southern-‘Jnited States, Abrus precatorius 
beans are reported to be used as an abortifacient. Because of 
the hard and relatively impermeable seed coat, the seeds are 
not particularly toxic if not chewed and will not cause death 
if swallowed whole. The roots contain glycyrrhizin, the active 
principle of licorice, and are sometimes used commercially as a 
poor substitute for the genuine article under the name of Indian 
licorice. The use of Indian licorice is not recommended, al- 
though not expressly prohibited by law, because the roots also 
are toxic. 

Treatment consists of removing the chewed seeds from the 
stomach and intestinal tract as promptly as possible through 
administration of emetics and saline purgatives. No specific 
treatment seems to have been reported, except on a sympto- 
matic basis for the accompanying symptoms of hemolysis, 
lowered blood pressure, and tetany. However, there is no bio- 
logical reason why an effective antitoxin could not be prepared, 
if the demand seemed to warrant it, as has been done for venoms 
and other toxic proteins producing similar symptoms. Good 
evidence for this opinion is given by the fact that preventive im- 
munization of livestock through the feeding of subtoxic doses 
has .been practiced widely in India and Ceylon. Human beings 
may be immunized by repeated subcutaneous injections of non- 
toxic doses. However, a wider knowledge of the toxic nature of 
these seeds and measures to prevent children from obtaining 
them would provide a more practical means of control. 


ANSWER.—The toxic properties of the seeds of the jequirity 
bean (Abrus precatorius) have long been recognized in India, 
where they have been used in criminal poisoning and for kill- 
ing cattle. The seeds contain abrin, an extremely toxic albumin; 
abrine, an amino acid identified by Hoshino as N-methyltrypto- 
phan; abric acid; a tetanic glucoside; and a lipolytic enzyme. 
Abrin closely resembles ricin, the toxic protein of castor beans 
(Ricinus communis), both in toxicity and action. Kobert has 
reported two cases of human poisoning. A 19-year-old girl was 
fatally poisoned after treatment for trachoma with a jequirity 
infusion, and a near death in a 37-year-old man resulted from 
the ingestion of half of a seed. Experiments of early workers, 
notably Ehrlich, demonstrated that immunity to abrin could be 
induced by the administration of successive sublethal doses. 
Extension of these experiments to large animals led to the de- 
velopment of an antiserum supplied by Merck under the name 
of Antiabrin or Jequiritol serum. The antiserum was used by 
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Rémer to control abrin-induced conjunctival inflammations in 
the treatment of ocular disturbances (trachoma). The antiserum 
is effective after either topical or subcutaneous administration. 
However, a check with Merck & Company and the Registry of 
Rare Chemicals has not revealed a present source of supply. 


Abrin is quite stable in the gastrointestinal tract, from which 
it is slowly absorbed, and is considerably less toxic after oral 
administration than after parenteral injection. The maintenance 
of poisoned animals in a warm environment (98 F) for as little 
as eight hours markedly increases the toxicity. Poisoned animals 
and man have nausea, vomiting, convulsions, and collapse. 
Pathological changes include acute gastroenteritis with multiple 
hemorrhages, swelling of the abdominal and retroperitoneal 
lymph nodes, and marked hemorrhages in the retina, which 
have been said to appear early in the course of development 
of symptoms of intoxication. Focal necrosis in the liver and 
lesions in the kidney have also been reported. 

In the absence of specific therapy, treatment should be di- 
rected toward removal of residual toxic material from the gastro- 
intestinal tract. However, emesis or the use of a stomach tube 
should be instituted with caution, owing to the pronounced 
necrotizing action of the agent. Convulsive seizures may be con- 
trolled with barbiturates. Fluids and electrolytes lost through 
excessive vomiting should be replaced, and calcium gluconate 
and a high-carbohydrate diet may prove beneficial against the 
reported liver lesions. Cognizance of the effect of environ- 
mental temperature on abrin toxicity is perhaps justified. 


MONOMER GASES 

To THE Eprror:—A patient has been exposed to monomer gas 
that is used in the manufacture of plastics. He complains of 
numbness of the entire face and diplopia. He has paralysis 
of the lateral rectus muscle of the left eye. There are no other 
neurological signs or symptoms. Is it probable that the neuro- 
logical findings are due to monomer gas? 

James A. McCarron, M.D., Bayonne, N. J. 


ANSWER.—The monomer gases such as enter the manufacture 
of plastics have not attracted unfavorable attention to toxic 
agents. These same gases are used in some food processing, and 
this use has been accorded official sanction. Any inert gas, if 
present in such gross quantities as to reduce the oxygen content 
of the air below the physiological requirement, may become 
damaging through the causation of anoxia. The manifestations 
described in the query could arise as a result of anoxia. However, 
requisite to such causation would be acute episodes, usually 
accompanied by unconsciousness. In the absence of such ex- 
posure, these monomer gases are scarcely to be reckoned among 
the possible sources of the damage described. 


PROPHYLAXIS OF MALARIA IN INFANT 
To THE Epitor:—Parents are soon moving with their 3-month- 
old baby to Central West Africa, where the incidence of 
malaria is very high. They are concerned about the advisability 
of antimalaria prophylactic medication for the baby. What 
would be the agent of choice? 
John B. Welsh, M.D., La Jolla, Calif. 


ANSWER.—Even in highly epidemic malarious areas there are 
regions where malaria may be relatively infrequent, so that until 
local conditions are known it would be inadvisable to treat a 
3-month-old baby with any of the antimalarial suppressive drugs. 
A child of that age can be quarantined at night under mosquito 
netting, and, with other methods of screening, insect repellents, 
and insecticides, there should be no difficulty in preventing the 
child from contracting malaria. Many of the newer drugs that 
are effective in adults have been incompletely tested in infants 
and are not recommended at the present time. The older drugs, 
quinine and quinacrine (Atabrine), should not be given routinely 
to children of this age unless there is absolutely no way of pre- 
venting malaria, a situation highly unlikely under almost any 
circumstances save those of disaster. The parents should quaran- 
tine the child against mosquito bites at night and watch very 
carefully for infection, examining the blood. The baby can be 
treated should infection occur. 
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BACKACHE AND PREMENSTRUAL TENSION 
To THE Epiror:—A 20-year-old, nulliparous woman complained 
of low back pain of four years’ duration. The pain began a 
few days before the onset of menstruation and reached its 
maximum on the first day of the period. There was tender- 
ness over the lumbosacral joint area that increased with the 
severity of the pain. The patient reported a moderate degree 
of premenstrual tension. There was no evidence of postural 
abnormality, and the lumbar and lumbosacral areas were 
normal from both an orthopedic and a roentgenologic stand- 
point. Ammonium chloride, 15 grains (0.97 gm.) three times 
per day for 10 days preceding the onset of menstruation, gave 
some improvement in the premenstrual tension but had no 
effect on the backache or lumbosacral tenderness. Testosterone 
propionate in oil, 25 mg. intramuscularly 10 days before the 
expected next period, plus ammonium chloride resulted in a 
complete relief of backache, tenderness, and premenstrual 
tension, and she has had four menstrual periods with complete 
relief of symptoms. How long can such treatment be con- 
tinued? Could the testosterone be administered orally, and, if 


so, in what dosage? M.D., Wisconsin. 


ANSWER.—Since the patient has already had treatment for 
four menstrual periods, it is advisable to stop for at least one 
month to see if she will be free from symptoms. If the symptoms 
reappear, she may safely take the combination of ammonium 
chloride and testosterone again. A dose of 25 mg. once a month 
will not lead to virilism. Testosterone may easily and satis- 
factorily be administered either orally or buccally. There 
are buccal tablets in 5 and 10 mg. doses. The dose for buccal 
administration of testosterone is not much greater than that for 
hypodermic injection. Since the intramuscular injection of 25 mg. 
testosterone propionate produced excellent results, the patient 
should use three 10 mg. buccal tablets of testosterone 10 days 
before the expected date of the next period. The patient should 
be told to keep the tablet under the tongue until it is completely 
dissolved. Generally, in order to obtain relief from premenstrual 
tension with testosterone, women must take 10 mg. orally for 
each of the 10 days before menstruation is expected. Since a 
single 25 mg. dose has been satisfactory, there is no need to take 
testosterone for 10 days, but the ammonium chloride should also 
be taken as before. After three or four months of therapy the 
patient should stop the therapy. If she has no untoward symp- 
toms she should not take the drug again until they return. Occa- 
sionally the symptoms disappear permanently after several 
months of therapy. 


SULFONAMIDES AND SODIUM BICARBONATE 


To THE Epiror:—Here it is a “standing order’ that all patients 
receiving sulfonamide drugs receive with each gram a dose 
of 10 grains (0.65 gm.) of sodium bicarbonate. In order to 
alkalanize the urine, how much sodium bicarbonate must be 
given? What is accepted practice today regarding the giving 
of sodium bicarbonate to patients receiving sulfonamides? 

Paul L. Conrad, M.D., Dhamtari, M. P., India. 


ANSWER.—The problem of using alkalis when prescribing 
sulfonamides revolves around the type of sulfonamide that is 
being used. If sulfonamides such as sulfanilamide or sulfisoxazole 
(Gantrisin) are being used there is no need to give alkalis to 
prevent crystallization of the sulfonamides in the urine with the 
production of sulfonamide calculi. However, when sulfapyradine, 
sulfathiazole, or any one of the sulfadiazine compounds is used, 
it is a good plan to use an alkali for the purpose of continually 
rendering the urine alkaline. If sodium bicarbonate is used, 
about 0.2 gm. per kilogram of body weight is the total daily dose, 
and this should be given in divided doses four times a day. In 
other words, a 70 kg. patient would require 14 gm. of sodium 
bicarbonate per day, and this would be given in doses of 3.5 
grams four times a day. Experience has shown that this large 
amount of sodium bicarbonate is unpleasant for many patients, 
and sometimes they will refuse to take it. However, if less than 
this amount is used, say one-half this amount, there will be 
many periods of the day in which the urine is not alkaline. It is 
also very important, especially in hot climates, that patients 
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receiving the less soluble sulfonamides should have their fluid 
intake adjusted to a level that will produce a urinary output of 
from 1,500 to 2,000 cc. of urine per 24 hours. A high fluid 
intake that results in a large urinary output is very desirable. 


POSTMORTEM BLOOD SUGAR 


To THE Epiror:—Jn THE JouRNAL of Aug. 28, 1954, page 1622, 
was a question about “Postmortem Blood Sugar.” Authors 
who have studied the diagnostic significance of postmortem 
blood sugar levels (Hamilton-Paterson and Johnson: J. Path. 
& Bact. 50:473, 1940; Naumann: Arch. Path. 47:70 [Jan.} 
1949, and Am. J. Clin. Path. 20:314, 1950; Tonge and 
Wannan: M. J. Australia 1:439, 1949) agree that glucose 
values of 200 mg. per 100 cc. and more in the blood from 
the left side of the heart or spinal fluid, about 10 hours after 
death, are presumptive evidence of diabetes mellitus. A low 
postmortem blood sugar level of 60 mg. per 100 cc., as in the 
case in question—even if found in blood from the right side 
of the heart, which frequently gives high values—would allow 
the conclusion that the blood sugar level was not appreciably 
increased at the time of death and that diabetes, therefore, 
was not a contributory cause of death. As proposed in the 
second reference above, a semiquantitative sugar test per- 
formed on spinal fluid (15 drops with a “Clinitest” tablet) and 
a qualitative test for acetone (1 drop on “Acetone Test” 
powder) permit a presumptive diagnosis of diabetic coma at 
autopsy. Hans N. Naumann, M.D. 

Chief, Laboratory Service 
Veterans Administration Center 
Jackson, Miss. 


This letter was referred to the consultant who answered the 
original query, and he replies as follows: 


The question proposed was whether the blood sugar determi- 
nation taken at postmortem examination 12 hours after death, 
showing 60 mg. per 100 cc., would allow one to determine the 
approximate level of the blood sugar at the time of death. 1. It 
is not mentioned whether the blood was from the left or the 
right side of the heart, and everyone agrees that blood from 
the right side of the heart is valueless. 2. There is always agree- 
ment that a postmortem blood sugar determination does not 
allow, in general, a conclusion as to the antemortem blood 
sugar level. 3. A blood sugar determination done with the 
cerebrospinal fluid is of much more value even than one done 
with blood from the left side of the heart, because it is not 
subject to so many extraneous influences. 

Following are quotations from all of the articles cited by 
your correspondent. In “Studies on Postmortem Chemistry” 
(Am. J. Clin. Path. 20:314, 1950), Naumann says, “. . . as 
seen from Table 4, there is no agreement between postmortem 
and antemortem glucose levels. It can be assumed that a hyper- 
glycemia of at least 300 mg. per 100 ml. would have to be 
present at the time of death in order to result in a detectable 
elevation of the postmortem glucose of more than 100 mg: per 
100 ml.” Naumann in his “Diabetes and Uremia Diagnosed at 
Autopsy by Testing Cerebrospinal Fluid and Urine” (Arch. Path. 
47:70 |Jan.] 1949), again emphasizes the importance of cerebro- 
spinal glucose values in contrast to blood glucose values. In this 
same article, Naumann states: “. . of all routine chemical 
procedures, the determination of creatinine alone gives values 
comparable with those obtained during life.” Hamilton-Paterson 
and Johnson emphasize the importance of left-sided blood sugar 
values and conclude, “1. Hyperglycaemia may be diagnosed if 
a blood sugar value of 200 mg. per 100 ml. or more is found 
after death in the left heart. . . . 3. Hypoglycaemic comas as 
a cause of death cannot be confirmed unless the blood is ex- 
amined within 2 hours of death.” Tonge and Wannan state, “It 
is clear that the complex changes taking place in the body after 
death make an accurate study of the rate of glycolysis within 
the cadaver impossible.” They also state, “. . it is not safe 
to calculate backwards and to presume hyperglycaemia as being 
present at the time of death when true glucose levels under 200 
and certainly under 100 milligrammes are obtained, even many 
hours after death.” These references all confirm what I wrote 
in answer to the former query. 
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ROTARY NYSTAGMUS 

To THE Eprror:—A 10-year-old boy began three years ago to 
blink and frown, with rapid lateral movements of the eyes. 
The blinking and frowning have greatly decreased, but now 
he has a peculiar, rapid rotational motion of the eyeballs, 
usually in a clockwise direction. He may be free from this 
for a few hours in the day, but it has been a surprisingly con- 
stant feature whenever I have examined the child. It decreases 
but is still present while he is reading intently or watching 
television. He has no other neural symptoms, his general 
health is good, physical examination is essentially normal, 
and routine laboratory findings are normal. He comes from 
a well-adjusted family. He does not seem to be inconvenienced 
by this condition. An optometrist said glasses are not neces- 
sary. What is the differential diagnosis? These motions do 
not seem to be as rapid as the oscillations of the usual 
nystagmus. M.D., Massachusetts. 


ANSWER.—Rotary nystagmus almost certainly indicates a 
disturbance of the vestibular end-organ or of, its neuro-ophthal- 
mic connections. It is not known to be characteristically associ- 
ated with blinking or frowning in any recognized entity. While 
rotary nystagmus occurs with lesions over a widespread area in 
the brain stem, the absence of associated vertical nystagmus is 
strong evidence against such a lesion. Similarly, the preservation 
of good visual acuity, if present, is presumptive evidence against 
any nystagmus associated with poor vision. It stems most likely, 
therefore, that the rotary nystagmus in this patient is a congenital 
abnormality. Although the pathogenesis of congenital nystagmus 
is obscure and no pathological reports on such patients have been 
made, it is assumed that there is a defect in the vestibulo-ocular 
reflex arc that accounts for the rotary character of the nystag- 
mus. Variation in the amplitude of the nystagmus is common 
with the congenital variety ane is probably related to the attern- 
tion factor, being greatest when the patient is alerted. The blink- 
ing and frowning sounds more like a-psychofunctional mani- 
festation, common in “tense” children and vaguely designated 
as tics. These may have merely called the parents’ attention to 
the abnormal eye movements; conversely, the abnormal eye 
movements, if called to the patient’s attention first, may have 
determined the choice of a neurotic manifestation in the blink- 
ing and frowning. If associated neural disease has been reason- 
ably ruled out, no further investigation would appear warranted. 
Indeed, the less that is made of the abnormality in the presence 
of the patient, the better. There is no reason to advise the child 
to restrict his activities, ocular or otherwise, because of the 
nystagmus. 


LUGOL’S SOLUTION 


To THE Epitor:—I would like information regarding the use of 
Lugol’s solution in thyroid disease and in other medical 


conditions. F. G. Gunlaugson, M.D., Minneapolis. 


ANSWER.—Lugol’s solution (strong iodine solution) has been 
used for many decades to effect partial control of hyperthyroid- 
ism. It is most effective in diffuse goiter with hyperthyroidism 
(Graves’ disease), and maximal effects are usually obtained by 
doses of about 5 minims (0.31 ml.) daily, although much larger 
doses are in vogue and do no harm. Potassium iodide in equiva- 
lent doses is just as effective as Lugol’s solution in the treatment 
of thyroid disease. Lugol’s solution can also be used in other 
conditions, such as arteriosclerosis, in which iodine is indicated. 


MULTIPLE SCLEROSIS AND MALIGNANCY 


To THE Epiror:—Have malignant tumors and multiple sclerosis 
been known to coexist in the same person? 


Harry C. Stein, M.D., New York. 


ANSWER.—The problem of the relationship between multiple 
sclerosis and malignancy has been actively discussed from time 
to time; it remains the consensus that the plaque of multiple 
sclerosis does not have the cellular or other characteristics that 
connote a malignant lesion. It is undoubtedly true that patients 
with multiple sclerosis may have a coexisting malignant tumor. 
Such cases are most likely to be observed in hospitals where 
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the management of chronic diseases is the main institutional 
function. In a series of 50 cases of multiple sclerosis reported 
by Zimmerman and Netsky (A. Res. Nerv. & Ment. Dis. Proc. 
[1948] 28:271, 1950), 10 patients were found to also have malig- 
nant tumors; two of these were intracranial lesions and the rest 
were extracranial carcinomas. Very likely this is not a typical 
picture, since the problem is not stressed by other writers. At 
least one European writer has been quoted as saying that the 
lesions are mutually exclusive, but there is no available evidence 
favoring this conclusion. 


RINGING IN EARS 


To THE Epitor:—A man, 35 years of age, has been complaining 
of ringing in both ears for the last three years. His father, 
aged 60, has had an increasing nerve deafness for five or six 
years. His mother has an increased capillary fragility, as does 
the patient. The cause of this is unknown; it is temporarily 
relieved by citrin (vitamin P) and ascorbic acid (vitamin C), 
and it is the only physical abnormality apart from the ears. 
Several ear specialists have found 30% decreased hearing in 
one and 18% in the other ear. There is definite nerve deaf- 
ness. X-rays of the skull were normal. The ringing is constant 
and not synchronous with the heartbeat. Vitamin A injections, 
thiamine (vitamin B,), cyanocobalamin (vitamin B,2), dimen- 
hydrinate (Dramamine), aminophylline, and nicotinic acid 
(Niacin) have been tried without success. The sinuses and 
eustachian tubes have been found normal. Is there anything 


you can suggest? A. Neumaier, M.D., Glendive, Mont. 


ANSWER.-——The “ringing in both ears,” or tinnitus, described 
is a self-limited symptom of nerve deafness. It may disappear 
any day or persist for a long time. There exists no effective 
treatment, and as a rule it subsides whether treated or not. The 
patient must learn to live with it and to disregard it as much 
as possible. He should also avoid noise as much as possible. 


REFRIGERATION AND BLOOD AND URINE TESTS 


To THE Eptror:—How long can I leave a urine specimen in the 
refrigerator without affecting the accuracy of the subsequent 
routine analysis and microanalysis? Also, how long can 
pipettes containing blood and fluid dilutions be left without 
affecting the red blood -cell, white blood cell, and Sahli 
hemoglobin determinations? 


Paul Gerber, M.D., Philadelphia. 


ANSWER.—A urine specimen can be left in the refrigerator 
overnight without a great deal of change. The albumin test may 
be difficult to read owing to the presence of amorphous material 
or bacteria. The microscopic examination may be misleading 
because erythrocytes may dissolve, casts disappear if the urine 
becomes alkaline, and crystals form that were not present in the 
fresh specimen. After a blood specimen is diluted in the 
pipette, erythrocytes should be counted within two hours, and 
leukocytes should be counted within four hours. The Sahli hemo- 
globin determination must be completed within five minutes 
after the blood is placed in the acid solution, and the directions 
for the Sahli instrument used must be followed explicitly. The 
instruments are calibrated to read at a definite interval of time. 
The longer the acid dilution of the blood stands, the more acid 
hematin is formed and a higher value obtained. 


LUPUS ERYTHEMATOSUS 


To THE Epiror:—Please send information on the use of large 
doses of antihistamines in disseminated lupus erythematosus 
and its rationale. , 

Ly Werner, M.D., Albuquerque, N. Mex. 


ANSWER.—While there is some evidence that disseminated 
lupus erythematosus may be in some way connected with allergic 
reactions to drugs and to other agents, this is by no means 
proved. In most cases, no responsible allergens can be found. 
It is also true that in certain forms of light sensitivity the ad- 
ministration of antihistamines has been found useful, for ex- 
ample, in urticaria due to exposure to ultraviolet rays. However, 
while acute disseminated lupus erythematosus is perhaps re- 
motely related to allergic mechanisms and is indubitably in most 
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cases a disease in which photosensitivity plays a significant role, 
the administration of large doses of antihistamines has not been 
proved to be of general value. Some patients do best with systemic 
administration of the necessary doses of cortisone. Some schools 
of thought also believe that the quinacrine derivatives, for 
example chloroquine, are effective in this disease, particularly in 
combination with cortisone. Other investigators believe that the 
administration of these drugs carries with it a great deal of 
danger, particularly in acute lupus erythematosus. 


PERSISTENT URTICARIA FOLLOWING 

USE OF PENICILLIN 

To THE Eprror:—Following multiple tooth extractions I was 
asked by the dentist to give the patient 600,000 units of benza- 
thine penicillin G (Bicillin) in aqueous suspension. Ten days 
later, the patient was covered with a giant urticaria typical 
of an allergic reaction. He gave no previous history of allergy 
to any form of penicillin. He stated that at one time he had 
had mild ankle swelling following “overseas shots and vac- 
cinations.” The dentist used oxytetracycline (Terramycin) den- 
tal paste in the tooth sockets. The reaction was so severe that 
the patient only responded to 400 mg. of cortisone daily in 
divided doses. The original dose of 400 mg. of cortisone was 
gradually reduced to 75 mg. per day. When the dose of corti- 
sone is reduced or eliminated, within 24 to 36 hours the urti- 
caria again becomes outstanding. In consultation, it was 
suggested that the patient be vaccinated at weekly intervals 
with smallpox vaccine and cortisone therapy be maintained 
at the lowest possible dosage schedule. It has now been three 
months since the offending dose of benzathine penicillin G 
was given. Can the allergic phenomena present now be the 
result of the original dose? What can I do for the patient? 


R. F. Mulligan, M.D., Madisonville, La. 


ANSWER.—In a number of instances urticarial types of re- 
actions, at times accompanied by arthritic symptoms and signs 
and general glandular enlargement, have developed in patients 
who have received penicillin by the parenteral route and have 
recurred despite therapy with cortisone or the antihistaminics 

for a period of several months. It is evident from the descrip- 
tion given that the patient is suffering from a reaction of this 
general type. These reactions have occurred following the use 
of amorphous penicillin, crystalline penicillin, and procaine peni- 
cillin, so it is not surprising that they occurred following the 
use of benzathine penicillin G. It is very likely that the allergic 
phenomena described are due to the original dose of benzathine 
penicillin G. There is no statistically controlled evidence that 
inoculations of vaccine virus are of prophylactic or therapeutic 
benefit relative to the occurrence of these allergic reactions. 
There is little that one can do except to treat the individual 
recurrences with antihistaminics or cortisone. If cortisone is 
used, the dosage should be held to the minimum required to 
control the reaction, and it should be given for as short a time 
as possible to avoid the side-effects that occur in certain patients 
who receive cortisone. As far as is known, the recurrent bouts 
of urticaria disappear, although it may take a number of months 
before they do. Patients who have had such severe reactions 
should be warned against ever having penicillin injected again. 


ANTIHISTAMINES 
To THE Epiror:—lIs there good evidence that use of antihista- 
mines leads to anemia or other undesirable blood changes? 


Bernard M. Blum, M.D., Philadelphia. 


ANSWER.—Hematological reactions caused by antihistaminic 
drugs are rare. Agranulocytosis has been described in a few 
instances following administration of tripelennamine (New 
England J. Med. 241:865, 1949; J. A. M. A. 143:741-742 
[June 24] 1950), methaphenilene (J. A. M. A. 142:447 [Feb. 11] 
1950), and 10-(2-dimethylamino-1l-propyl) phenothiazine (Phe- 
nergan). There is one case report of aplastic anemia occurring 
in a 65-year-old man who had taken tripelennamine and pyrila- 
mine; the authors thought that the antihistaminic drugs were 
possible etiological factors in the aplastic anemia (J. Maine M. 
A. 46:83, 1951). Hemolytic anemia and thrombocytopenic pur- 
pura have not been described. 


J.A.M.A., Feb. 26, 1955 


HYPNOSIS 
To THE Eprror:—Does hypnotism have any value in mental 
cases? If so, which type of case is it suitable for? 
M.D., Massachusetts. 


ANSWER.—Hypnosis has definite value in certain types of 
mental disease. It can be of diagnostic value in hysterical patients 
who have paralyses, anesthesias, or other hysterical symptoms 
that might conceivably be due to other lesions. Under hypnosis 
such hysterical symptoms ordinarily can be relieved. In hysterias, 
anxiety neuroses, and related conditions it may also have thera- 
peutic value. For one thing, it may make possible removal of 
hysterical paralyses, anesthesias, blindness, etc., that in them- 
selves are crippling and that, if they continue for long periods 
of time, may be irreversible. In addition, hypnosis is considered 
by some (Brenman, M., and Gill, M. M.: Hypnotherapy {[Men- 
ninger Foundation Monograph No. 5], New York, International 
Universities Press, Inc., 1947) to be useful as an adjunct to other 
types of therapy in dealing with the basic psychopathology 
underlying various forms of neurotic disturbance. A recent 
excellent statement on the present scientific status of hypnosis 
is Weitzenhoffer’s “Hypnotism: An Objective Study in Sug- 
gestibility” (New York, John Wiley & Sons, Inc., 1953). 


NEURODERMATITIS 
To THE Epitor:—Z/ have treated a 59-year-old patient for neuro- 
dermatitis for some time. The present treatment, mainly cor- 
tisone, has attained limited success but will not effect a cure. 
Have you any information on new treatments for this ailment? 
M.D., Venezuela. 


ANSWER.—It is difficult to give advice about a case such as this 
because much depends on such factors as the acuteness of the 
lesions, the extent of involvement, the patient’s sex, the occu- 
pation, the state of the general health, the allergic background, 
and the psychogenic background. A localized lichenified patch 
on the leg or thigh is treated differently than a widespread erup- 
tion with erythema and papulopustules. In general one should 
eliminate, if possible, irritants such as soap, friction, or chemicals; 
correct any such underlying predisposing factors as hypothyroid- 
ism, anemia, or infection; to acute lesions apply either soothing 
wet packs, shake lotions, or pastes; for the subacute, alternate 
wet packs with a soothing ointment; and for chronic thickened 
patches consider the use of ointments containing reducing agents 
and roentgen rays. Sedation may be used when indicated. Re- 
cently hydrocortisone ointments have been found useful in cases 
of chronic eczema. Systemic steroid therapy should be used only 
if the patient is incapacitated by his eczema. 


AMEBIASIS 
To THE Epiror:—Would it be possible to condense the various 
opinions on a drug of choice for initiating, at least, the treat- 
ment of amebiasis? 
Jules Cooper, M.D., Woodbine, N. J. 


ANSWER.—The most satisfactory drugs for the treatment of 
amebiasis (infestation by Endamoeba histolytica) have been the 
arsenicals, the oxyquinoline drugs, and emetine. Among the 
arsenicals, two of the most satisfactory have included carbarsone 
and Treparsol (formyl derivative of 3-amino-4-hydroxypheny]l- 
arsonic acid), Use of one of these in conjunction with suitable 
amounts of emetine hydrochloride has been eminently satisfac- 
tory in the treatment of amebiasis. 


SILVER NITRATE STAIN 
To THE Epiror:—Please let me know how to remove silver 
nitrate stain from the skin. 
Bernard Marcus, M.D., Raritan, N. J. 


ANSWER.—The following solutions have been reported to be 
effective in the removal of recent and superficial stains caused 
by silver nitrate: 10% potassium iodide; a mixture of 10% mer- 
curic chloride and 10% ammonium chloride; and a mixture of 
1% potassium ferricyanide and 6% sodium thiosulfate. 











